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LUMBAR SYMPATHECTOMY IN THE TREATMENT OF 
PERIPHERAL ARTERIOSCLEROSIS OBLITERANS 


FREDERICK M. OWENS, JR., M.D., F.A.C.S. 


Saint Paul, Minnesota 


UMBAR sympathectomy has been employed 

with increasing frequency during the past 
decade in the treatment of peripheral arteriosclero- 
sis obliterans. The rational of this treatment has 
been well expressed by Freeman, Leeds and Gard- 
ner,’ who stated in 1947 that the “purpose of 
sympathectomy in the treatment of peripheral vas- 
cular disease is manifestly to abolish vasomotor 
tone in order to allow development of collateral 
blood vessels.” Considerable discussion continues 
at present, both pro and con the use of sympathec- 
tomy in this disorder. Thus a series of cases 
will be presented in an attempt to add objective 
data to the accumulated information on this sub- 
ject. 

The pathologic changes occurring in peripheral 
arteriosclerosis obliterans can be divided into two 
general categories: (1) the progressive decrease 
of the size of the lumen of smaller vessels, and 
(2) the decrease of lumen size of major vessels. 
In the first group are included vessels the size of 
the distal femoral artery and all smaller arteries. 
In the second group are included the aorta, the 
iliac and proximal portion of the femoral arteries. 
At the present time the most satisfactory treat- 
ment of the first group, the smaller vessels, is 
sympathectomy, while the latter group of cases 
can be treated by sympathectomy but also by inti- 
mectomy or endarterectomy. Another method of 
treatment being attempted in the latter group is re- 
section of the diseased segments and replacement 
by artery grafts. 


This is applicable where the 


ona, before the Saint Paul Surgical Society, March 
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block is regional and the distal vessels are patent 
and of good caliber. 

At the outset we are faced with a difficult prob- 
lem, for arteriosclerosis is a generalized disease 
and the prognosis for survival is limited. Barker* 
has reported that 54.6 per cent of persons treated 
for peripheral arteriosclerosis obliterans are dead 
of arteriosclerosis within three years of the time 
first seen. Pratt!* states that occlusive vascular 
disease is the cause of death of 40 per cent of 
patients over forty years (60 per cent if the heart 
is included) and that 20 per cent of this group 
will lose part of or a whole member before death. 

In patients with peripheral arteriosclerosis oblit- 
erans the effective arterial obstruction represents 
the sum of the organic obstruction and the con- 
striction from associated vasospasm. The resultant 
manifestations are those of diminished skin circu- 
lation, manifest by lowered temperature, cyanosis, 
ulcers or gangrene, and those of disminished mus- 
cle circulation manifest by intermitten claudication 
and rest pain. Sudden onset of more severe symp- 
toms in the limb results from thrombosis of dis- 
eased vessels. For example, the patient may have 
sudden severe pain in the calf of the leg which 
gradually disappears in a few days. This repre- 
sents thrombosis of one of the small arteries sup- 
plying the muscles of the calf. More extensive 
thrombosis or thrombosis of more critical vessels 
such as the digital arteries may lead to gangrene. 

Some physiologic studies have indicated that 
sympathectomy increases the circulation of the 
skin and not that of the muscle.’’*’7 However, 
more recent studies indicate that there probably 
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is increase of circulation to both skin and to the 
muscle. After sympathectomy there is a very 
marked increase of blood flow through the femoral 
artery. In the dog this amounts to almost twice 
the normal blood flow. Popoff'* and others have 
studied the arteriovenous shunts in the normal 
limb circulation and feel that there may be danger 
of releasing the constricting tone on these shunts 
in a limb with seriously impaired circulation. The 
added shunting of blood through these arteriove- 
nous channels made patent by sympathectomy 
could deprive the distal parts of enough blood to 
cause gangrene. Cases of gangrene following 
sympathectomy have been reported by Atlas,* 
Freeman’ and others. These cases have been in 
patients with low vasomotor tone (i.e., little as- 
sociated vasospasm) as evidenced by the fact 
that they showed no. response to sympathetic 
block. Two factors which must be considered in 
evaluating such post-sympathectomy gangrene are 


(1) a fall in blood pressure during operation, 
which would favor the development of thrombosis 
in the severely compromised vessels, and (2) 
trauma to the aorta by retractors, with fracture 
of an arteriosclerotic plaque and plugging of a 
distal vessel by a fragment of the plaque. 


Evidences of arteriosclerosis obliterans obtained 
by history can be listed as follows: coldness, 
numbness, paresthesis, pain at rest and intermit- 
tent claudication. 

Evidences of arteriosclerosis obliterans found 
upon physical examination are: 


1. Color changes: 
Pallor on elevation 
Rubor on dependency 
Loss of hair 
Atrophy of the skin and muscles 
. Temperature changes 
Impairment of sensation 
. Lack of pulsations: 
Dorsal pedal, posterior tibial, popliteal, femoral, 
aortic 
Ulcers and gangrene 


Further information as to the state of the cir- 
_ culation can be gathered by special tests. The 
simplest of these is oscillometry, done with an 
instrument such as the Collens sphygmo-oscillo- 
meter. With this instrument, which is read in 
points of oscillometric index, one obtains indica- 
tion of the pulsatile blood flow of the limb. Pro- 
caine lumbar sympathetic block is perhaps the 
most valuable test, for it gives a reasonably good 
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evaluation of what can be expected from sympa- 
thectomy. Warming of the extremity and relief 
of pain reveals the presence of considerable vaso- 
spasm and indicates that a good result can be ex- 
pected. However, some patients with arterio- 
sclerosis obliterans will have a good result from 
sympathectomy in spite of failure to respond to 
sympathetic block as judged by skin temperature. 
The response to block is best determined by digi- 
tal plethysmographic studies.* This has been 
shown to be more accurate than skin temperature 
studies, for it records the volume of blood and 
not the temperature of the blood. The tempera- 
ture of the blood may be considerably lowered 
in the distal vessels of diseased extremities. 

Arteriography is valuable where the disease is 
localized and can be attacked directly. The pro- 
cedure, in certain instances, gives valuable infor- 
mation. 

Sympathectomy was first undertaken by Le- 
riche’ in 1917 in spastic arterial disease. His 
technique was a periarterial sympathectomy, but 
in 1924 Royle’ first noted the effect of lumbar 
sympathectomy on the limb. Brown® in 1926 re- 
ported the first cases of sympathectomy. in Buer- 
ger’s disease, and in 1932 Brown and Adson’ 
published a more extensive study of sympathec- 
tomy in this disease. 

The prime argument for sympathectomy is the 
relief of the vasospasm which is associated with 
arteriosclerosis obliterans. Rector’ found that 
88 per cent of patients with low vasomotor tone 
developed adequate collateral circulation after 
arterial occlusion, while in only 34 per cent of 
those with high vasomotor tone did adequate cir- 
culation develop without sympathectomy. 

The main criteria for sympathectomy in this 
disease is the presence of a cold, moist foot having 
decreased pulses. A good response to sympa- 
thetic block is desirable. The foot which is not 
apt to benefit is the cold, waxy, dry foot with con- 
siderable sensory deficit which develops intense 
cyanosis upon dependency. Likewise, the foot 
with well-developed gangrene and edema ordi- 
narily responds poorly to sympathectomy. On 
the other hand it is advisable much of the time 
to attempt sympathectomy in the doubtful cases, 
for if amputation is necessary, there may be 
sufficient improvement of circulation following the 
operation to allow for local amputation or better 
healing of a major amputation stump. 

The sympathectomized limb is warm and dry; 
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it warms faster and cools more slowly than the 
normal limb. It is not affected by reflexes or 
emotions. 

The use of vasodilator drugs such as priscolene, 
roniacol, paveril phosphate, dihydroergocornine 
and others, is not as satisfactory as sympathec- 
tomy, for their effect is general and thus cannot 
be of as much benefit to the limb as an operation 
which promotes local vasodilatation. All patients 
with obliterative vascular disease should discon- 
tinue the use of tobacco if they wish to benefit 
from any type of treatment. 


Technique of Operation 


The patient is placed on the operating table 
supported by rolls so that he lies halfway between 
the lateral and supine positions. The table is 
broken and the kidney rest raised. The incision 
begins at the lateral border of the rectus and ex- 
tends laterally for 3 inches in a transverse direc- 
tion at the level of a line drawn from the tip 
of the twelfth rib through the umbilicus. The 
external oblique muscle fibers are cut, and the 
fibers of the internal oblique and transversus 
abdominus muscles are separated. 


The transver- 
salis fascia is incised at the posterior angle of the 


wound in order to prevent entering the peritoneal 
cavity. The peritoneum is displaced anteriorly, 
the psoas muscle is exposed and dissection is 
carried down to the lumbar vertebrae anterior to 
the psoas muscle. The ureter is displaced with 
the peritoneum and care should be exercised to 
avoid injuring this structure. The lumbar sympa- 
thetic chain is identified,1! and the second and 
third ganglia are removed after division of affer- 
ent and efferent rami. Care is taken to avoid 
injury to lumbar arteries and veins, for bleeding 
from these vessels can be troublesome. After 
removal of ganglia and the intervening chain 
the area is inspected for aberrant sympathetic 
nerve tissue,'® hemostasis is assured, and the per- 
itoneum is allowed to fall back in place. Closure 
of the wound is effected in layers. 

In general, we prefer spinal anesthesia, but 
also use pentothal-curare and local anesthesia. 
Ether is not used, for it tends to cause vasocon- 
striction in the diseased extremity.® Local anes- 
thesia has proved to be valuable in the poor risk 
patient and is used either by local infiltration tech- 
nique or as a nerve block. 

The completeness of the sympathectomy can 
be nicely demonstrated postoperatively by starch- 
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iodine sweating tests. This gives accurate infor- 
mation regarding the extent of denervation ac- 
complished by the sympathectomy. 

A group of fifty unselected cases of peripheral 
arteriosclerosis obliterans has been studied for 
this presentation. The average age was 56.8 
years, the range being from thirty-three to sev- 
enty-six years. Thirteen (26 per cent) were dia- 
betics. The presenting symptoms and signs are 
tabulated as follows: 

Symptoms No. of Patients Percentage 
Claudication 


Coldness 
Rest pain 


Pregangrene 
Gangrene 


Unilateral sympathectomy was carried out in 
twenty-nine cases and bilateral sympathectomy in 
twenty-one cases. Claudication was improved in 
64 per cent, coldness was improved in 87 per cent, 
and rest pain was relieved in 95 per cent. 

Results No. of Patients Percentage 

74 

16 

10 
Group with Gangrene: 

Improved 

Major amputation 

Toe amputation 
Group with Pregangrene: 

Improved 

Major amputation 

Toe amputation 


Of the five poor results, four showed no re- 
sponse to sympathetic block. Two of the four 
underwent major amputation three months later, 
one two months later, and one eleven days after 
sympathectomy. 


One patient entered the hospital after an acute 
popliteal thrombosis. Sympathectomy was done 
the same day. Seven days later acute popliteal 
thrombosis developed on the opposite side. Major 
limb amputations were necessary thirteen and 
nine days, respectively, after the sympathectomies. 
The patient developed cerebrovascular thrombosis 
and died two weeks after the last amputation. 

It is felt that the sympathectomy did not hasten 
the gangrene in this case. 
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Conclusion 


Sympathectomy has had a beneficial effect in 
improving circulation of extremities imperiled by 
obliterative arteriosclerosis. It has relieved rest 
pain, improved intermittent claudication, relieved 
coldness and dampness. We believe gangrene has 
been averted in some cases, and in other cases it 
has allowed amputation at a lower level than could 
have been undertaken in the unsympathectomized 
limb and a better stump has been obtained for 
wearing a prosthesis. 


In addition to the group of patients here re- 
corded, sympathectomy has been employed in pa- 


tients who have had previous amputation for 
vascular deficiency. The sympathectomy in most 
cases has been done on the opposite side to pro- 
tect the remaining extremity which is subjected to 
additional trauma in walking. In other cases 
sympathectomy has been carried out on the al- 
ready amputated side to improve the condition 
of the stump for use of a prosthesis. 


Summary 


1. The use of sympathectomy in peripheral 
arteriosclerosis obliterans has been discussed. 

2. Fifty cases of lumbar sympathectomy have 
been reported and the effect of the operation on 
the arteriosclerotic extremity has been recorded. 

3. The final conclusion of this study is that 
sympathectomy has proved to be beneficial in the 
treatment of this disease. 
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DETECTION OF 


The primary responsibility for the detection of tuber- 
culosis rests to a great extent with the practicing physi- 
cian. He is primarily responsible for the early detection 
of this disease in those patients who present themselves 
to him with symptoms and in those patients who present 
themselves to him for obstetric care. He is also pri- 
marily responsible for guidance where tuberculosis is 
detected in admissions to general hospitals for the treat- 
ment of some other condition. In addition to the primary 
responsibility for the detection of this disease in those 
patients who are directly under his care, the practicing 


TUBERCULOSIS 


physician also has a partial responsibility in the diagnosis 
and detection of tuberculosis in apparently healthy indi- 
viduals in his community. Public health education on his 
part can be of tremendous value in the detection of early 
non-symptomatic tuberculosis. Tuberculosis is a disease 
of the family and community as well as the individual. 
The effect upon the social pattern and the physical well- 
being of the patient and his family is often great, result- 
ing in extensive alteration of the pattern of life— 
James M. Brake, M.D., New York State Journal of 
Medicine, February 1, 1952. 
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HUMAN LEPTOSPIROSIS DUE TO LEPTOSPIRA POMONA 
Report of First Case in Minnesota 


WESLEY W. SPINK, M.D. 
Minneapolis, Minnesota 


LSEWHERE® attention has been called to 
the difficulty of distinguishing infectious 
acute brucellosis. It was 
pointed out that both of these diseases may dis- 


mononucleosis from 
play a similar clinical pattern; both may reveal 
the same hematologic findings, especially with 
relation to the presence of atypical lymphocytes ; 
and both may exhibit an elevated heterophile anti- 
body titer. The following case report of leptospi- 
rosis closely simulated infectious mononucleosis 
and acute brucellosis in several respects and only 
as a result of serologic tests was the precise nature 
of the illness defined. The case is of further in- 
terest because it represents the first instance in 
Minnesota of recognized leptospirosis due to 
Leptospira pomona, or a closely related species. 

Many human cases of leptospirosis with and 
without jaundice have been recognized in the 
United States as being due to Leptospira ictero- 
haemorrhagiae or Leptospira canicola. The for- 
mer as the cause of Weil’s disease has its reser- 
voir in rats and the latter in dogs. Although hu- 
man leptospirosis caused by the species L. pomona 
has been recognized in Australia, Europe and 
other parts of the world as a common cause of 
a febrile disease with serous or benign lympho- 
cytic meningitis, very few cases have been re- 
ported in the United States. As will be pointed 
out shortly, this species of leptospira probably 
has an extensive reservoir in this country, and 
the disease is very likely being overlooked. Only 
very recently has evidence been presented by 
' from Georgia that 
human leptospirosis due to L. pomona existed in 
the United States. Shortly thereafter Schaeffer™ 


Beeson and his associates 


investigated an epidemic of leptospiral meningitis 
that occurred in Alabama and concluded that 18 


of 22 individuals had serologic evidence of an in- 


fection due to L. pomona. And more recently 


Coffey and his group* in Texas have reported an 
instance of leptospirosis probably due to this 
species. 


From the Department of Internal Medicine, University 
ornmesete Hospitals and Medical School, Minneapolis, 
Minnescta, 

Pre sented before the Minnesota Society of Internal 
Medicine, Duluth, Minnesota, May 17, 1952. 
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My interest in the possibilities of this type of 
leptospirosis existing in Minnesota was stimulated 
by the foregoing reports and also by personal ob- 
servations made in Europe during the summer of 
1951. Many patients with leptospiral meningitis 
due to L. pomona were seen in the Fever Hospital 
at Rijeka (Fiume), Yugoslavia, with the Direc- 
tor, Dr. H. Rukavina. 
young adults from rural areas who had had con- 


The cases represented 


tact with the reservoir in swine. For this reason, 
the disease is commonly known as “swineherd’s 
disease” or “maladies des porchers.” Then an op- 
portunity presented itself to spend several days in 
Switzerland with Dr. O. Gsell, who has had an 
extensive clinical experience with leptospirosis, 
pomona. His 
observations have just been documented in an 
excellent monograph on leptospirosis.” 


especially with cases due to L. 


Case Report 


C. D., twenty-three years old, a single white man, was 
employed in a meat-packing plant and was first seen on 
February 13, 1952. He had been in good health until 
February 8. While zt work he “felt uneasy” with pains 
in the back, shoulders, arms and joints. Toward evening 
he developed chills, fever, weakness and profuse sweats. 
During the night and the following day he acquired a 
severe headache. His temperature was 104° F. He be- 
came anorexic, which was associated with abdominal 
cramps and vomiting. Insomnia appeared. The severe 
headaches, fever, anorexia and weakness persisted until 
February 12. On February 13, or on the sixth day of his 
illness, his temperature was normal, but he felt weak and 
he had lost 10 pounds in weight during this period. Upon 
further interrogation he stated that he had always 
enjoyed good health. In recent years he had served 
three years in the Air Force without being ill. Coincident 
with the patient’s illness his father was at home with a 
“virus pneumonia.” The patient had been working in a 
meat-packing plant for four years doing odd jobs around 
the hog kill. For the six months prior to his present 
illness he had been removing the intestines from freshly 
killed hogs. 

Physical examination revealed a well developed and 
well nourished young male who appeared ill. His tem- 
perature was 97.4 F., pulse, 76, and blood pressure, 
115/60. His skin was dry. There was no evidence of 
icterus. There was no rigidity of the neck. The only 
abnormal finding was a moderate enlargement of the 
lymph nodes in both axillae, which were slightly 
tender on palpation. The spleen was not palpable. 
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TABLE I. AGGLUTININ TITER OF ACUTE AND 
CONVALESCENT SERA FROM PATIENT AGAINST 
THREE SPECIES OF LEPTOSPIRA. 








Date Serum 
Obtained 
from Patient) 


| 
| 
eT | 
| 
| 
| 


Day of 
Disease 


Titer of Agglutinins 





L. ictero iz L. canicola nicola | I L. pomona 
| 


6 0 | 1:16 16 | 
| 
} 


2-13-52 0 

2-15-52 1:128 

(complete) 
1:4000 


0 | 1:256 

| (meningitis) (incomplete) | 

2-23-52 | 16 1:128 } 1:1024 | 

} ear te) | (ine omplete) | 
1:12 1:512 


(complete) 
3-8-52 30 1:2000 





(incomplete) (ine rine TOR (complete) 
3-30-52 52 1:64 1:128 1:2048 





The results of laboratory procedures performed on 
February 13, or the sixth day of his illness, were as fol- 
lows: Urine—slightly cloudy and amber in appearance; 
specific gravity, 1.026; 1+ albumin; sediment showed 
3 to 4 leukocytes, 6 to 8 erythrocytes, and 1 cellular 
cast per high power field. Blood—hemoglobin, 141 
grams; 7,450 leukocytes with 48% neutrophiles, 33% 
lymphocytes, 15% monocytes, 1% eosinophiles, 2% baso- 
philes and 1% plasma cells. The erythrocyte sedimenta- 
tion rate (Westergren) was 41 mm. in one hour. Agglu- 
tinins for brucella were present in a titer of 1 to 40. The 
heterophil antibody titer was 1 to 112, and 1 to 56 after 
absorption of the serum with guinea pig kidney. A cul- 
ture of blood for brucella remained sterile. A serologic 
test for syphilis was negative. 

The impression after this initial examination was that 
the patient had acute brucellosis. Previous experience 
with employes from the hog kill of the same packing 
plant had presented the same epidemiologic information 
with a similar clinical picture and the diagnosis had been 
proved bacteriologically in several cases. Since we have 
become more cognizant of the similarity in the clinical, 
hematologic and serologic findings in patients with infec- 
tious mononucleosis and brucellosis, serologic studies for 
both diseases were carried out, and a blood film was re- 
viewed by Dr. Dorothy Sundberg. She remarked that 
the neutrophils appeared toxic and contained Dohle 
bodies. Many of the lymphocytes showed leukocytoid 
alterations, most of which could be classified as Type I 
lymphocytes of Downey. The hematologic picture was 
compatible with either brucellosis or infectious mononu- 
cleosis. Because the patient was afebrile he was referred 
back to his physician, Dr. D. L. Donovan of Albert Lea, 
Minnesota, for further observation. 

Within forty-eight hours the patient had a recurrence 
of fever and headache, and evidence of meningitis was 
established by Dr. Donovan on February 15, which was 
the eighth day of illness. At this time laboratory data 
revealed the following: urine was normal. The hemo- 
globin was 12.6 grams; the leukocyte count was 8100 
with 59% neutrophiles, 34% lymphocytes and 7% mono- 
cytes. Brucella agglutinins were still present in a titer of 
1 to 40, and the heterophil antibody titer was 1 to 112. A 
lumbar puncture was carried out. The cerebrospinal fluid 
was under normal pressure. There were 92 cells present, 
all of which were lymphocytes. The protein was 22 
mgs. per cent, and the sugar 62 mgs. per cent. While 
the clinical picture was still compatible with acute brucel- 
losis or infectious mononucleosis, the possibility of lepto- 
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TABLE II. RESULTS OF LIVER FUNCTION TESTS 


ON PATIENT’S SERA 








| | Cephalin Zine Turbidity 
| Day of Illness | Flocculation (Normal 
| | 0 to 3 units) 


Date of Serum 





spirosis due to L. pomona was now entertained. 
after this 


Shortly 
episode of meningeal irritation the patient 
recovered and returned to work. Two months later, 
when this report was prepared, he was in good health. 
Through the co-operation of Dr. Martin Frobisher, Jr., 
and Dr. Martha K. Ward of the Communicable Deus 
Center of the U. S. Public Health Service, Chamblee, 
Georgia, several specimens of sera were examined sero- 
logically for leptospirosis. The results are presented in 
Table I. Agglutinins were demonstrated for L. ictero- 
haemorrhagiae, L. canicola and L. pomona, but not for 
L. grippo typhosa or L. bataviae. In submitting this re- 
port of the results Dr. Ward stated, “Although the 
titers vs. the L. canicola antigen were higher than L. 
pomona in the two early sera, the later much higher rise 
in titer vs. L. pomona and also the much more complete 
agglutination of this antigen would indicate an infection 
with L. pomona or closely related type.” It is also to be 


‘noted in Table I that a high titer for L. pomona per- 


sisted, whereas the titers for the other two species had 
decreased to much lower levels. 


Agglutination tests for brucella performed with each 
of the specimens of serum showed a titer of 1 to 40. 
This indicated probably exposure to the disease in the 
past rather than active brucellosis, a conclusion based 
upon other observations carried out in this clinic.1%" 
Although the patient was not icteric and displayed no 
other clinical evidence of hepatic dysfunction, two tests 
for liver function gave abnormal results with the pa- 
tient’s sera as shown in Table IT. 


Discussion 

While it is now known that several different 
species of leptospira may cause human disease, 
only the three species, L. icterohaemorrhagiae, L. 
canicola and L. pomona have thus far been im- 
plicated in the United States. A recent communi- 
cation indicates that so-called Fort Bragg fever 
thought to be of viral origin is due to another 
species of leptospira, Leptospira autumunalis, 
known to be a cause of human leptospirosis, but 
not previously associated with disease in_ this 
country.’ Because there is-evidence that infections 
due to L. pomona will assume increasing attention 
in this country brief reference will be made to 
some of the epidemiologic and clinical features of 
disease due to this species. The original strain of 
L. pomona was isolated from the blood of a dairy 
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HUMAN LEPTOSPIROSIS—SPINK 


farmer who had a mild type of febrile illness and 
who lived in Pomona, which is a community just 
north of Brisbane, Australia.2 Within the next 
five years 80 human cases were recognized in this 
area.! Agglutinins for L. pomona were also dem- 
onstrated in the sera of cattle and hogs, and the 
organism was isolated from a hog.* The same 
species was next isolated in Italy, and in 1944 and 
1945 Gsell proved that the disease known since 
1933 in Switzerland, Savoy and Northern Italy as 
“maladie des porchers” or swineherd’s disease 
was caused by L. pomona."* Gsell’ also established 
that the reservoir of the disease was in hogs, and 
but rarely in the dog or cat. Some interesting 
observations have been made in the United States 
relative to the reservoir of L. pomona. There is 
a baffling disease of horses known as recurrent 
iridocyclitis or periodic ophthalmia. Heusser* in 
Europe found a high incidence of leptospiral 
agglutinins for L. pomona in afflicted horses as 
compared to the low number in normal horses. 
While the organism remains to be isolated the 
serologic observations of Heusser in horses have 
been confirmed in the United States by the group 
in the Veterinary Division of the Army Medical 
Department of Research.'® Another provocative 
epidemiologic feature arising in this country is the 
finding that isolated strains of bovine leptospira 
known as New Jersey C164 and New York A are 
indistinguishable from L. pomona.® That L. po- 
mona is probably endemic in domestic animals in 
this country is reflected in a recent report that I 
received from Dr. R. V. Johnston of Indiana. 
His group in co-operation with the Veterinary 
Division of the Army Medical School has isolated 
and identified a strain of L. pomona from swine 
in Ohio. On the farm from which this strain was 
acquired, the following results of serologic tests 
were obtained: agglutinins for L. pomona were 
present in 53% of 52 hogs, in 80% of 18 cattle, 
in 100% of 2 horses, O% of 2 dogs and 0% of 2 
rats. It is to be recalled that following the human 
epidemic in Alabama, Schaeffer™ observed agglu- 
tinins for L. pomona in hogs, horses and mules, 
but an extensive rat survey failed to yield either 
cultures or agglutinins for L. pomona. A recent 
communication from Dr. Charles J. York of the 
Veterinary Virus Research Institute of the New 
York State Veterinary College, Ithaca, New York, 
stated that the distribution of L. pomona in swine 


and cattle is probably very 
United States. 


widespread in the 
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Except for the possible ocular lesions in horses 
and the disease in swine little is known concern- 
ing the manifestations of the disease in animals. 
According to Gsell,’ infected pigs display gastro- 
intestinal disturbances with anorexia; they turn 
round and round, and manifest inability to stand 
up; and then rigidity and spasm appear. The 
disease seldom results in death, and lasts about 
two weeks or less. 

Gsell’ has detailed the manifestations of the 
human disease in 217 cases, but only the essential 
features will be presented here. In the Swiss 
cases, over 90 per cent of the cases occurred in 
males, and the age incidence was between 20 and 
29 years. The disease has a prodromata of one to 
two days of malaise and headache, and then there 
is the abrupt onset of chills, fever, weakness to a 
point of physical collapse, and severe headache. 
A high fever of the plateau type lasts for three 
to six days and then there is a remission for one 
to two days followed by a second rise of tempera- 
ture for a few days, and then recovery. In about 
60 per cent of the cases, conjunctivitis appeared 
during the first rise of fever. Meningismus ap- 
pears during the first peak of fever, but the signs 
of meningitis are particularly prominent during 
the second rise. Icterus is extremely rare. In 
about 10 per cent of the cases there was a skin 
eruption consisting of morbilliform and urticarial 
lesions, and restricted to the trunk. Renal irrita- 
tion is manifested by the temporary presence of 
albuminuria and occasional erythrocytes and leu- 
kocytes. There is a tendency to leukopenia with 
neutrophilia during the first week, and a normal 
leukocyte count with relative lymphocytosis dur- 
ing the second week. The erythrocyte sedimenta- 
tion rate is elevated, and the serum proteins show 
an elevation of globulins. During the first peak of 
fever, or phase I of the disease, the cerebrospinal 
fluid shows only an elevated pressure, but during 
the second rise, or phase II, there may be 50 to 
200 cells. At first there is an equal cellular distri- 
bution between lymphocytes and neutrophiles, fol- 
lowed by a predominance of lymphocytes. The 
protein value of the spinal fluid is 40 to 80 mgs. 
with normal values for glucose and chlorides. 
Leptospira can be cultured from the cerebrospinal 
fluid during the first febrile phase, but not during 
the second phase. The diagnosis is established by 
isolation of L. pomona from the blood, cerebro- 
spinal fluid or urine during the first week of 
illness. During the second week, greater reliance 
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must be placed upon the agglutination titer. Gsell 
is of the opinion that the titer should be at least 
1 to 400. Cross reactions do occur with the other 
species, especially L. icterohaemorrhagiae and L. 
canicola, though usually at a lower titer, and these 
antigens are usually incompletely agglutinated by 
the serum. Agglutinins also appear in the cere- 
brospinal fluid, though at a lower titer than found 
in blood. Fortunately, complications are rare. 
Iridocyclitis that may be delayed four to 12 
months after illness may appear, and in Gsell’s 
cases, this occurred in about 5 per cent of the 
cases. A post-infectious asthenia may persist in 
some cases. Recurrence of the disease is a rarity. 
Gsell’ found that both aureomycin and terramycin 
were quite effective therapeutically during the 
first stage of the disease, but not during the sec- 
ond stage. The administration of 2 grams of either 
antibiotic daily for four to five days resulted in 
prompt improvement and prevented the second 
rise in fever. 

From a review of the literature, and as a result 
of limited observations made in this country, it is 
apparent that the animal reservoir of L. pomona 
may be much more widespread than has been 
realized, and that leptospirosis caused by this 
The disease 
should be considered in those individuals with an 


species may occur quite frequently. 


unexplained febrile condition whose occupation 
brings them in close contact with farm animals. 
The possibility of leptospirosis should be enter- 
tained in every case of benign lymphocytic menin- 
gitis, and serum should be collected for serologic 
evaluation during the acute and convalescent 
stages of the illness. Since iridocyclitis is an occa- 
sional late complication, agglutinins for L. po- 
mona should be carried out on the serum of pa- 
tients having this condition. Other diseases from 
which cases of L. pomona should be differentiated 
include QO fever, brucellosis, infectious mononu- 
cleosis, and lymphocytic meningitis associated 
with mumps and the virus of lymphocytic chorio- 
meningitis. 


Summary 


1. A young adult male employed on the hog 
kill of a meat-packing plant presented himself 


with an acute febrile illness that simulated acute 


brucellosis and infectious mononucleosis. Sero- 
logic studies demonstrated that the illness was due 
to Leptospira pomona, or a closely related species, 
This represents the first recognized case in Min- 
nesota. 

2. The reservoir of L. pomona is in cattle and 
swine, and the disease may be quite widespread 
in these animal species in the United States. The 
disease should be suspected in humans with an 
acute febrile disease associated with lymphocytic 
meningitis, especially in those having had contact 
with cattle or swine. The disease is of short 
duration ; the prognosis good ; and aureomycin or 
terramycin are effective therapeutic agents. 
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BLOOD GROUP FACTORS 


Part I. 


Inheritance of the Blood Group Antigens 


G. A. MATSON, Ph.D., and R. W. KOUCKY, M.D. 
Minneapolis, Minnesota 


N THE past decade there has been a tremen- 
dous expansion of knowledge and stimulation 
Initiated 
by the discovery of the Rh factor, this recent 


of interest in the human blood groups. 


interest has been sustained both by the demand 
for safer transfusions and by the hope of finding 
a better understanding of the cause and treatment 
The large 
mass of rapidly accumulating data on the newly 
found blood groups is in the fields of genetics 
and immunology, which ordinarily are outside the 


of hemolytic disease of the newborn. 


training and experience of most physicians. It 
seems desirable therefore to review and bring to- 
gether in a brief paper the essential data and in- 
terpretations in these subjects so that physicians 
can have them available for ready reference. 


Genetic Terminology 

Blood group antigens are hereditary and an 
understanding of a few of the geneticist’s terms 
is indispensable in any study of these blood fac- 
tors. “Chromosomes” are familiar to physicians 
as the rod-like bodies seen in the nucleus of cells 
undergoing mitosis. The chromosomes carry the 
determiners of individual inherited characteristics. 
A chromosome can be thought of as a string of 
beads in which each bead represents a “gene,” the 
basic hereditary unit of the chromosome. Each 
gene is arranged in a linear order on the chromo- 
some and each has its own specific position on 
the chromosome and this position is known as its 
“locus.” Since, during the maturation of the 
spermatozoa and ova, chromosomes divide along a 
longitudinal plane, each gene must be paired in 
order to be properly represented in each haif of 
In the matured sper- 
matozoa and ova of the human, there are twenty- 


the divided chromosome. 


four single chromosomes which at fertilization 
combine to make up the twenty-four pairs of 
homologous chromosomes found in the nuclei of 
the somatic cells of the human body. Each hered- 
itary blood antigen, therefore, is represented 
by a pair of genes standing side by side in a spe- 


cific location (locus) on the chromosome, Geneti- 


Dr. Matson is Director of the Minneapolis W ar Me- 
morial Blood Bank and Dr. Koucky is Medical Execu- 
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TABLE 1. BLOOD GROUP SYSTEMS 





SYSTEM ‘LOCI! ALLELOMORPHS 
ABO zs 


Rh 


Al, A2, B, O 


| 


3 | 1-C, Cv, C%, c, e 


| 2-D, 1D", d 

| | 3-E, S 
MNS | | M,N,S,s 
Kell | | K, k 
P, (p, postulated) 
Lutheran L.u*, (lu, postulated) 
Lewis [.c#, Leb 
Duffy Fy*, (Fy), postulated) 
Kidd Jk*, (Jk, postulated) 
FAMILY TYPES 
l.evay LLevay 
Graydon Gr 
Jobbins 


+, Levay — 
t, Gr— 
Jobbins +, Jobbins — 


cally each blood group antigen behaves as a unit 
and is inherited as such. Serological tests for the 
specific blood group antigens are therefore indi- 
rect tests for the presence of specific genes. 
Genes sometimes undergo mutation. This in- 
volves some qualitative or quantiative change in 
one member of a pair of genes located on a 
chromosome pair. The new variant thus formed 
allele” or “‘allelomorph.” Some 
genes have developed many (“multiple”) allelo- 
morphs. Only one pair of allelomorphs can occur 
at one locus but if there are multiple alleles any 
two of these can make up the pair. These two 
allelomorphs made up of any possible combina- 
tion is the specific “genotype” of that individual 
for that one blood group. If the two allelomorphs 
in the pair are identical the genotype is “homozy- 
gous.” If the two allelomorphs are different, the 
genotype is spoken of as “heterozygous.” 


ad 


is known as an 


Blood Group Systems 


All of the allelomorphs of any one blood group 
gene are carried on one chromosome and this fam- 
ily of alleles is known as a blood group “system.” 
Each of the blood group systems is carried on a 
different chromosome. Two systems do not ap- 
pear in one chromosome. 

Table I lists the important blood group systems. 

Most of these systems can be involved in trans- 
fusion reactions or erythroblastosis ; in fact, many 
of the newer blood groups have been identified 
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through study of reactions or maternal sensitiza- 
tion. The ABO system identified by Land- 
steiner'’’ in 1900 is by far the most important 
and has served as the basis for all transfusion 
work for the past fifty years. The system, like 
that of most of the blood groups, is carried with- 
in one gene. There are 4 common allelomorphs 
within the ABO system known as A,, A,, B and 
©. The genotypes possible from these four al- 
lelomorphs are expressed as ten allelomorphic 
pairs, A,A,, A,A,, A,A,, A,B, A,B, A,O, A,O, 
BB, BO, OO. Of these, A,A,, A,A,, BB and 
OO are homozygous whereas the others are het- 
erozygous. Two more allelomorphs known as 
A, and A, have been described but these are rare. 
It is customary in ordinary routine transfusion 
work to refer to the four blood groups only as 
O, A, B and AB. 
an A individual of one subgroup becomes sensi- 
tized by transfusion to the other subgroup of 
A. In such cases it is important that blood of 
the homologous A subgroup be used for trans- 
fusion, In paternity exclusion studies it is often 
important to test for subtypes of A and in genetics 
and heredity studies the full genotype formula is 
conscientiously sought. 

The M substance of the MNSs system was 
first described by Landsteiner and Levine’ in 
1927 and since that time the four allelomorphs 
MNSs have been identified.’**?* Numerous ex- 
amples of sensitization to these factors have been 


It sometimes happens that 


observed.':*!%?5 Race and Sanger,” for example, 
identified 9 instances of M sensitization in their 
own work, 

The P factor was also identified in 1927 by 
Landsteiner and Levine.’? Sensitization to the 
P substance may be quite common but if so, the 
antibodies formed are weak and usually the reac- 
tions are not severe enough to cause clinically ap- 
parent reactions. 

In 1946, the 
factors were described. 


20 


Lutheran,’ Kell? and Lewis 
In 1950, the Duffy fac- 
tor*® was added and more recently the Kidd 
factor Each of these blood 
substances has been named for the patient orig- 
inally studied. 


was discovered. 


The Kell-positive factor is indicated by K and 
the Kell-negative as k. However, the terms in 
case of the Lutheran, Lewis, Duffy and Kidd fac- 
tors do not follow this pattern. By the time these 
factors were discovered, the difficulties and con- 
fusion resulting from prior methods of terminol- 
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ogy were already apparent. If K were used 
for Kell it could not be used for Kidd; if L were 
used for Lutheran, it could not be used for 
Lewis. D or D" already used for allelomorphs 
in the Rh system, could not be used for Duffy, 
Therefore, the terms as given in the table were 
adopted. Furthermore, the terms “large D” and 
“little d” are distinctly cumbersome and in the 
more recently discovered blood factors, the use 
of superscript “a” for one allele, and superscript 
“b” for the next identified has been started. This 
system permits the labeling of other alleles as 
c, d, e, and so on if such should be identified in 
the future. This indicates the tendency to discard 
the terms “positive” and “negative.” Perhaps 
soon there will be a standardization of all the 
terms used in this field. 

Each year is producing more evidence that 
these factors are occasional causes of significant 
transfusion reactions or of erythroblastosis. The 
frequency of sensitization, however, is small and 
these factors need not be routinely investigated 
in ordinary transfusion work. However, these 
blood factors and the newer Rh allelomorphs 
must be investigated in cases of unexplained reac- 
tions to blood or in cases of erythroblastosis not 
identified with the usual antigenic incompatibili- 
ties. 

The so-called “family” type of blood factors— 
the Levay,? Graydon,’ Jobbins® and others—are 
of little clinical importance. Here again the blood 
antigens were named for the patients in whom 
the factors were discovered, or the investigator. 
These rare blood factors appear only in mem- 
bers of the particular family group and not in 
unrelated individuals. They are of interest pri- 
marily because they are mutations having a strik- 
ingly narrow distribution in the population. These 
blood factors have caused sensitization but only 
in isolated instances. 

More recently Levine et al'* have described 
another blood group factor, Jay, which was pres- 
ent in certain tumor cells, Their unexpected find- 
ings led them to the conclusion that a blood factor 
in tumor cells may arise from a genetic muta- 
tion. 


The Rh-Hr System 


Discovery of the Rh system of blood factors 
unquestionably has been the greatest contribution 
to blood transfusion knowJedge since the identifi- 
cation of the ABO system by Landsteiner at the 
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turn of the century. The system, unfortunately, 
is very complex because it is carried on three 
separate genes and these have undergone con- 
siderable mutation with the production of many 
allelomorphs. 

The allelomorph which we now know as 
R(Rh,) was the first one discovered.**** At the 
time of these first studies there was no concep- 
tion of the complexity of the system. It was 
thought that this factor was present in certain 
individuals and these people were therefore called 
Rh positive. Those individuals in whom the ele- 
ment was absent were called rh negative. Soon it 
became apparent that this was only a partial truth. 
It was realized that while the rh negative person 
did not have the Rh factor, he did have in its 
stead a factor which, because it occurred on the 
red blood cells reciprocally when Rh was absent, 
came to be known as the Hr factor.*® It quickly 
became apparent that there must be at least three 
Rh-Hr combinations.’ Fisher® quite sensi- 
bly named the three new factors C, D, and E, 
following up the A and B terminology selected 
by Landsteiner. The three Rh “positive” factors 
are now known by the large letters C, D, and E. 
The corresponding reciprocal Hr or rh “negative” 
factors are designated by the small letters c, d, 


and e. The three Rh-Hr or as commonly stated 
now the C-c, D-d, and E-e factors are each 


represented by a pair of genes occurring at ad- 
jacent but different loci on the chromosome, The 
C-c and D-d genes are known to have under- 
gone further mutation with the production of 
other allelomorphs. 

Table I lists the three genes of the Rh system 
and the known allelomorphs of each. The num- 
ber of the Rh genotypes possible from this large 
number of allelomorphs is very great. Even 
without considering the recently discovered allelo- 
morphs, Cv, C¥, cY and D", there are 78 genotypes. 
The genotype is complex because all three loci in 
each of the paired genes must be expressed. In 
a single locus system like the ABO, the genotype 
is represented by only one letter for each mem- 
ber of the pair of genes, ie., A/A, A/B, or 
A/O, ete.. But in case of the Rh system which 
is a three locus system the genotype includes 
three letters on each side, i.e., CDE/CDE. 

The various combinations of allelomorphs form- 
ing the genotypes do not occur in even propor- 
tions. Only a few occur frequently and the 
great majority are rare. 
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Table II lists twelve of the Rh groups defined 
by the four anti-sera Anti-C-c-D-E. 


TABLE II. RESULTS OF 
TESTS OF BLOOD FROM 
AMERICAN WHITESIS. 
335 RANDOM SAMPLES 


| 
Genotypes | Percentage 


Common 


CDe/cde | 30.76 
CDe/CDe | 19.09 
ceDE/ede | 16.72 
CDe/edE | 14.63 
- cede/cde | 14.03 
are 
eDe/cde | 2.69 
cdE/ede 1.19 
Cde/ede 0.87 
Cde/cdE } 0.00 
Cde/Cde | 0.00 
CDe/CDE | 0.00 
CdE/Cde | 0.00 





The results shown in Table II indicate that 
the Rh groups Cde/edE, Cde/Cde, CDe/CDE, 
and CdE/Cde are rare in American white people, 
not having been found in the 335 which were 
studied by Levine at random. In this study, 
the anti-C serum used contained also anti-Cw. 
The more recently discovered allelomorphs C", D™ 
and cY were not identified in this study. Anti- 
sera against the allelomorph d is not yet available 
commercially and for the time being the presence 
of the d antigen when it occurs with D cannot 
be determined directly and therefore must be ar- 
rived at through family studies or must necessar- 
ily be presumptive based on the statistical prob- 
ability as given in Table II. By the method of 
calculating from known gene frequencies, there 
is less than a 6 per cent error in distinguishing 
the homozygous -D-/-D- from the heterozygous 
-D-/-d-. 

The common usage of terms is illustrated as 
follows : The Rh genotype CDE/CDE is Rh posi- 
tive for all three specificities and is homozygous. 
The genotype CDE/cde is 
all specificities and is heterozygous for all. 
Taking the three most common _ genotypes 
(Table II), as examples, CDe/cde is Rh positive 
for C and D and rh negative for E and is het- 
erozygous except for e. CDe/CDe/ is the same 
except this pattern is homozygous throughout. 
cde/cde is rh negative for all three specifici- 
ties and is homozygous. 


Rh positive for 


The Rh serum recommended for routine ob- 
stetrical work for screening positive and negative 
patients is the anti-D serum. Individuals nega- 
tive to this serum are -d-/-d- and reference to 


531 





BLOOD GROUP FACTORS—MATSON AND KOUCKY 


Table II shows that their complete genotype is 
likely to be cde/cde. It must be pointed out that 
2 per cent of these individuals negative to anti- 
D serum will be positive to C or E. The signifi- 
cance of this in transfusion work will be dis- 
cussed in Part II. 


TABLE III. 
EQUIVALENT 
NOMENCLATURE 
OF Rh SYSTEM 


Fisher 
Method 


Weiner 
Method 


| 
~~ 


As will be discussed later, determination of 
the father’s genotype is of help to the physician. 
The frequency of genotypes listed in Table II 
applies to males as well as females. From the 
table, it can be seen that the heterozygous combi- 
nation -D-/cde occurs in approximately 45 per 
cent of all Rh positive white population. When 
the husbands of rh negative women are heterozy- 
gous (i.e., they carry the rh negative factor) then 
on the average 50 per cent of their offspring will 
be rh negative. The genotype -D-/-D- occurs in 
about 35 per cent of all Rh positive fathers. 
These men are homozygous to the D factor and 
all of their children will be (D) Rh positive. 

The Fisher CDE system of nomenclature is not 
universally accepted. Weiner prefers a system 
which he has devised and in America this is used 
to some extent. The system probably is of value 
to some individuals but in general, clinicians find 
it rather cumbersome. The equivalent terms in 
the Weiner and Fisher system of nomenclature 
are given in Table III. 


Summary 


Blood cells possess specific inherited charac- 
teristics. These characteristics have undergone 
mutations so that some of the characteristics now 
are represented by a sizable family of variants. 
A specific blood cell characteristic and its vari- 
ants is known as a blood group system. The two 
most important systems are the ABO and the 


Rh-Hr systems. The MN, Kell, Duffy, Luther- 
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an, Lewis and Kidd factors are other blood group 
systems. 

The ABO system is a simple one located within 
one gene. There are three major variants or al- 
lelomorphs and these three form the basis for 
the division of blood into the four major blood 
groups: AB, A, B and O. 

The Rh system is much more complex because 
it is carried on three genes. It is recommended 
that the three genes be called C, D, and E, which 
can be conveniently spoken of as the three spec- 
ificities of the Rh factor. Each gene has two 
major variants or allelomorphs designated as C 
and c, D and d, and E and e. The allelomorphs 
which are known as Rh positive are expressed 
by the large letters, C, D, and E. The allelo- 
morphs which are called rh negative are ex- 
pressed by the small letters, c, d, and e. Other 
allelomorphs have been discovered and these have 
been called C¥, C*, cY and D". These newer allel- 
omorphs in the Rh system and other recently 
discovered blood factors such as Kell, Lutheran, 
Lewis, Duffy, Kidd are occasionally implicated 
as the cause of transfusion reactions or of eryth- 
roblastosis. 

Since genes necessarily must be paired (in or- 
der to provide equal representations in each half 
of the dividing chromosome of the ovum and 
sperm), the complete Rh pattern or genotype is 
represented by six letters, for example, CDe/cde. 
In this example the individual is Rh positive to 
the C and D specificity and is rh negative to the 
E. He is heterozygous to the C and D and is 
homozygous to the e. 

The commonly used Rh serum is anti-D serum. 
Therefore, the individual who is rh negative to 
this serum is -d-/-d- and from the table of fre- 
quencies it can be seen that most often the com- 
plete genotype must be cde/cde. However, in 
about 2 per cent of the white population blood 
negative to anti-D serum (-d-/-d-) can be posi- 
tive to the C or E or both. The significance of 
this will be discussed in Part II of this paper. 

The designations of genotypes by various mod- 
ifications of the term Rh such as Rh,, rh’ rh’, 
R,, et cetera, seem to be too cumbersome for 
clinical use. 


(Part II, Rh Sensitization, will appear in the July 
number.) 
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CIVILIAN CASUALTIES 


Nearly two million casualties, the worst automobile 
accident toll in the nation’s history, were recorded in 
1951, according to figures recently released by The 
Travelers Insurance Companies. 

Last year’s traffic deaths totaled 37,100, an increase 
of 1600 over the 1950 mark. The injury count soared 
to 1,962,600, more than 160,000 over 1950, the Hartford 
firm reported. 

The death and injury totals are highlight statistics 
from “Lucky You,” eighteenth in the annual series of 
traffic accident data booklets published by The Travel- 
ers. The company collects and analyzes accident statistics 
trom each state. 

_ More than 13,000 persons were killed and 570,000 in- 
jured last year by drivers who were exceeding the speed 
limit, according to the report. Excessive speed was “far 
= away the most dangerous mistake in driving” in 

51. 

_ More than 11,000 drivers under 25 years old were 
involved in fatal accidents and 416,000 more in personal 
injury accidents, the figures reveal. 
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Pedestrian experience in 1951 is termed “an island of 
encouragement in last year’s ocean of accidents.” A 
comparison of 1951 with 1950 shows that pedestrian 
deaths were “held in check” while injuries were re- 
duced by nearly 9,000. 

Other facts from “Lucky You”: 

Saturday was the most dangerous day of the week 
to drive. 

_More persons lost their lives during the hour from 
six to seven p.m. than in any other hour. Injuries hit 
their peak two hours earlier, from four to five p.m. 

Ninety per cent of drivers involved in 1951 accidents 
were males. 

_Ninety-seven per cent of drivers involved in 1951 ac- 
cidents had at least one year of experience behind the 
wheel. 

Thirty-eight per cent of last year’s fatal accidents oc- 
curred on the open highway. 

There were 92 per cent more fatal accidents on icy 
roads last year than in 1950.—Public Information Depart- 
ment, The Travelers, Hartford, Connecticut. 


THE NATURE OF PAIN 


-HAROLD G. WOLFF, M.D., JAMES D. HARDY, Ph.D., and HELEN GOODELL, B.S. 
New York, New York 


S ENSATION constitutes an awareness of 

stimulation and bears a highly predictable 
relation to the intensity of the stimulus. Pain is 
no different from other sensations in this regard. 
It does differ, aside from its qualitative features, 
in that the adequate stimulus for pain sensation 
is the damaging of tissue. Perception may be 
viewed as the awareness of stimulation and con- 
sidered as sensation with concomitant associations 
and reactions. The average level of stimulus at 
which pain sensation is first recognized is pre- 
dictable and can be appraised quite apart from its 
associated meaning to the individual. Through- 
out this presentation, emphasis has been placed 
upon the need to deal separately with the effects 
of noxious stimulation leading to (a) adjustments 
without giving rise to sensation, (b) the sensa- 
tion of pain, and (c) adaptations to pain per se. 
Taken together, they include perception, feeling 
states, moods and a variety of bodily reactions 
and behavior patterns. 


The Adequate Stimulus 


The initiating event for neural impulses in- 
volved in pain is the damaging of tissue, and is 
termed “noxious stimulation.” Tissue~ damage, 
then, often extremely slight and completely re- 
versible, becomes the keystone of the type of 
adjustments, sensations, feeling states, and be- 
havior that constitute the pain experience. 

The degree of stress which a given human tis- 
sue can withstand without being damaged is, 
under known conditions, uniform. The means 
of damaging tissue as a factor in such a general- 
ization is a fundamental consideration since there 
must be a demonstrably close relationship between 
the energy applied and the rate at which damage 
is done. 

Presented at the University ot Minnesota by Dr. 
Harold G. Wolff as the J. B. Johnston Lecture on 
January 25, 1952. The contents of this communication 
will appear as Chapter XIV of the book, “Pain Sen- 
sations and Reactions” by James D. Hardy, Harold G. 
Wolff and Helen Goodell, now in press and published 
by Williams and “Wilkins, Baltimore, Maryland. Ap- 


preciation is expressed to the latter for permission to 
print this manuscript in MINNESOTA MEDICINE. 


From the New York Hospital and the Departments of 
Physiology, Medicine (Neurology), and Psychiatry, Cor- 
nell University Medical College, New York, N. Y. 
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The Dimensions of Pain 


Pain sensation is readily recognized and ap- 
preciated as different from other sensations, 
There are several measurable dimensions of pain 
sensation considered under the following head- 
ings : quality—pricking, burning, aching ; intensity 
—threshold to 10% ‘dols; extension, having to do 
with site, localization (circumscribed or diffuse) 
area and volume ; and temporal aspects (duration, 
intermittency, rhythmic, pulsatile, seasonal, diur- 
nal). Anatomically pain is considered in two 
categories: superficial, with identifiable qualities 
as pricking and burning and aching, with itching 
as a variation and combination of the first two 
qualities ; and deep pain, with aching as the most 
prominent quality. Burning pain sensations may 
also arise from deep tissues, as for instance, 
from the esophagus and stomach, or bone marrow. 

When pain is analyzed for the purpose of iden- 
tifying the organ or part involved, additional defi- 
nition is gained by considering its modifiability, 
i.e. what causes the pain to increase or to de- 
crease. To the precise identification of the struc- 
tures responsible for pain, observations of con- 
current motor and vasomotor effects are pertinent. 

The sensation of pain has a lowest intensity, 
the threshold pain, and a maximum intensity be- 
yond which no further discriminations of intensity 
can be made. There are a limited number of 
just noticeable differences in pain intensity, ap- 
proximately twenty-one from threshold to maxi- 
mum. An intensity of pain has been elaborated, 
using the word “dol” to indicate two steps in dis- 
crimination of intensity. Pain intensity is deter- 
mined by the intensity of noxious stimulation, 
although modification of pain intensity can occur 
in areas of hyperalgesia. Furthermore, zones in 
which painful stimuli are perceived as more than 
usually intense do not necessarily have lowered 
pain thresholds. Indeed, two categories of hyper- 
algesia can be defined: one (“primary”) in which 
the pain threshold is appreciably lowered, occurs 
with tissue damage; and the second (“second- 
ary”) in which the pain threshold is unaltered 
but due to alterations in the excitatory state in 
the central nervous system, those impulses which 
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enter the neuraxis result in an increase in inten- 
sity of pain sensation. 

For those adjustments, feelings, and sensations 
from noxious stimulation to ensue, neural endings 
must be viable. It is not established, however, 
whether nerve endings per se have to be injured 
by the noxious stimulation, nor, indeed, that they 
need be stimulated directly. It may be that nerve 
endings are stimulated as a sequel of liberated 
products of injury, since, indeed, it has been 
shown that. the latter can exert such an effect. 


The Response 


Although not all noxious stimulation and tissue 
damage give rise to pain sensation, they give rise 
to a host of other reactions essential to adjust- 
ment. Further, these reactions to noxious stim- 
uli, although conditioned for the body’s protec- 
tion, may be so costly to the body economy as 
themselves to damage tissue, giving rise to fur- 
ther adjustments and secondarily to pain. 

It is ironic that the protective and adaptive 
reactions to noxious stimulation may be so vigor- 
ous as to cause more damage and pain than the 
initial assault. Indeed, these phenomena of ad- 
justment may become a greater threat to the in- 
tegrity of the organism than the original damage. 
The fact that adaptive reactions per se may be- 
come a major threat to the organism is especially 
impressive when the individual reacts to the sym- 
bols of danger as he would to tissue damage. 

Predictability is a feature of reactions to 
noxious stimuli when segmental levels are freed 
of the modifying influence of the suprasegmental 
apparatus, as in so-called “spinal” animals. But 
such unconditional reflexes are less predictable in 
the animal with intact nervous system. Patterns 
of reaction to noxious stimuli involving the high- 
est integrative functions, dependent as they are 
upon many circumstances, influence lower or 
segmental reflexes, and reaction thresholds when 
measured in the intact individual are a feature of 
individual experience rather than being inborn. 

Hence, “reaction thresholds” to noxious stimuli 
fall into two general categories : the one is relative- 
ly stable, fixed and highly predictable (i.e., the 
flexor reflex to noxious stimuli in a spinal cat) ; 
the other labile, dependent on many circumstances 
and only to a limited degree predictable (1.e., the 
conditioned reflex). When “reaction threshold” 
to noxious stimuli in the intact animal is defined 
in terms of skin resistance, blood pressure, “winc- 
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ing,” pulse rate, et cetera, it must be appreciated 
what a labile entity is being appraised. 

The impulses arising from noxious stimulation 
have a strikingly varied summative effect as re- 
gards the number of nerve fibers involved in the 
noxious stimulation. However, these spatial 
summative effects are conspicuous only in the 
realm of simple and local reflex adjustments. 
There is no spatial summation as regards the in- 
tensity of pain sensation. Were this not so, in- 
tense pain would be omnipresent. 

The pain threshold may be raised by a variety 
of alterations within and outside the nervous 


, system, i.e., interference with function of the 


conduction pathways and central integrative ap- 
paratus, either reversible or irreversible ; co-exist- 
ence of other vivid sensations, particularly pain ; 
distractions, suggestion, hynosis and the action of 
chemical agents known as analgesics and anes- 
thetics. 

Pains of high intensity resulting from noxious 
stimulation from the periphery is seldom more 
than of brief duration because such intense stim- 
ulation either (1) destroys the neural equipment 
implicated, or (2) so damages the tissue between 
the stimulus and the nerve endings as to prevent 
the stimuli from reaching nerve endings. On the 
other hand, mild pain may persist for months or 
years. Moderately severe pain may last for hours 
or days, but again is usually self-limiting because 
of local tissue alterations which reduce the num- 
ber of neural impulses resulting from noxious 
stimulation. 


Structures Involved 


All neural impulses having to do with noxious 
stimulation and pain are funneled through the 
dorsal roots, the bulk ascending in the cord and 
brain stem through the ventral lateral tracts to 
the thalamus. There would appear to be no 
cortical representation of pain. Although the 
cerebral cortex is necessary to pain discrimina- 
tion, it is doubtful whether any one part of the 
cerebrum is specifically involved. 

It seems likely, however, that major brain dam- 
age, particularly in the frontal lobes, interferes 
with the capacity to discriminate among the in- 
tensities of pain sensation. Neural impulses from 
noxious stimulation may be conveyed by fibers 
of many sizes following various routes to the 
dorsal ganglia and up the cord. It is, however, 
likely that the fibers involved in aching and burn- 
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ing sensations are anatomically and physiologi- 
cally different from those involved in pricking 
pain. The Jatter apparently are phylogenetically 
more recent, are myelinated, larger, and conduct 
impulses more rapidly. 

Short intercallated neurones within the seg- 
ments of the cord, brain stem and probably in 
the cerebral cortex are essential to the phenome- 
nology of pain sensation since they are responsible 
for the maintenance of augmented central excita- 
tory states such as produce itching, hyperalgesia, 
altered discrimination of intensity, emotional ex- 
citement and complicated behavior patterns. 


Central Excitatory States 


The damaging of tissue may set in motion 
hyperexcitatory states which require very little ad- 
ditional peripheral stimulation for their mainten- 
ance. Such hyperexcitatory states may become self- 
perpetuating, but once interrupted may not be re- 
initiated. Central excitatory states are furthered 
and hindered by a variety of factors in the inter- 
nal and external environment and only in part 
are they dependent upon impulses from the area 
initially damaged. However, heightened excita- 
tion in the suprasegmental apparatus may be built 
up by prolonged mild noxious stimulation, either 
from the periphery or from lesions within the 
brain itself. 

Also, central excitatory events at segmental or 
suprasegmental levels are of importance to an un- 
derstanding of referred pain. “Referred” pain, or 
pain experienced at a site other than that of nox- 
ious stimulation is to be distinguished from pain 
which arises as a sequel of motor or vasomotor re- 
flex effects. Such pain results from noxious stimu- 
li frequently of intensity below the level necessary 
for the production of pain sensation. Both types 
of pain are, in a sense, subsidiary effects ; referred 
pain, results from a spread within the neuraxis, 
producing sensations at a remote site; the second 
type of pain results from “spread” within a seg- 
ment ending in reflex contraction and tissue dam- 
age. These effects are easily confused and are 
often spoken of interchangeably, but actually rep- 
resent different processes having a common de- 
nominator in a heightened level of central excita- 
tion. Thus, although noxious stimulation of tis- 
sue must be of a given intensity to evoke pain sen- 
sation directly, nonetheless even those stimuli 
insufficiently intense to evoke pain may, by 
altering central excitatory states, become involved 


536 


THE NATURE OF PAIN—WOLFF ET AL 


in pain sensation. However, far more frequently 
noxious stimulation of such low intensity induces 
local adjustments essential to homeostasis, without 
evoking the sensation of pain. 


Most relevant to the intensity of central excita- 
tion and pain is so-called “rest”— a state vari- 
ously defined by different cultures. Consequently 
there is no general unanimity of opinion concern- 
ing its operation. Perhaps basically, however, it 
is that state in which reparative or restorative 
forces are fostered and exceed destructive forces, 
Such a view circumvents the question whether 
mobilization vs. immobilization, or one type of 
inactivity vs. another or one body posture ys, 
others is operatively more effective. It defines 
merely the fact that-under a given set of circum- 
stances reparation prevails. At the simplest 
physiological level, this is accomplished by means 
that reduce noxious stimuli and local vasomotor 
and skeletal muscle effects which in themselves 
produce pain or maintain a state of central excita- 
tion of a costly and destructive nature. The di- 
minishing of excitation within the neuraxis can 
be accomplished by the use of agents that have 
very little pain-threshold-raising effect (i.e., bar- 
biturates administered intravenously may reduce 
strikingly the amount of pain experienced by 
those exhibiting secondary reflex skeletal muscle 
contraction). But relevant also in a considera- 
tion of effects of “rest” is the removal of indi- 
viduals from stressful life situations created by 
personal and social pressures. Again by lower- 
ing the general level of excitation within the neu- 
raxis, pain is reduced or eliminated. This may 
be attained by “invalidsm.” Also, “complete bed 
rest” in a society that views the “sick bed” as 
sanctuary, may have such an effect, assuming that 
the individual’s frustration of his own drives and 
goals is outweighed by the immunity and even 
prestige afforded by being “sick in bed.” Further 
factors that reduce excitation within the nervous 
system are sleep, the elimination of prolonged or 
excessive effort, relative freedom from harassing 
conflicts and anxieties, and the delegation of re- 
sponsibilities and guilt to the group at large and to 
other individuals. Moreover, the passage of time 
with its opportunities for alterations and adapta- 
tions may be a most important factor in the 
waning of central excitation. 

The phenomena of itch and secondary hyper- 
algesia are closely linked, both representing local 
augmentation in the central excitatory state. Itch 
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does, however, depend as well upon low fre- 
quency impulses from noxious stimulation of low 
intensity. Yet these impulses must occur suf- 
ficiently frequently to evoke a sensation with the 
peculiar features which give itch its name. Itch- 
ing is augmented during periods of skin vasodila- 
tation. During the actual itching, which is phasic 
and seldom of long duration in any one area, the 
pain threshold is lowered. With the introduction 
of additional noxious stimuli such as results from 
pin prick or “scratching,” the itch sensation is 
promptly dispelled. Similarly, the application of 
cold reduces itching in contrast to heat which aug- 
ments it. States of emotional tension, fatigue, 
frustration and depression augment itching. Mild 
analgesics reduce or eliminate itch sensation. 

From such studies on secondary hyperalgesia 
and the allied sensation of itch, interest has fo- 
cused upon the degree of central activity which 
may occur at a number of levels within the neu- 
raxis. The intensity of excitation at the highest 
levels, stemming from the individual’s adjust- 
ments to a variety of environmental and social 
circumstances, may be as significant as that at 
the segmental level to which impulses arrive from 
damaged tissue. 

On the other hand, an understanding of the 
nature of secondary hyperalgesia and an apprecia- 
tion of the fact that relatively few impulses from 
the periphery may maintain a “feedback” system 
exhibiting itself in part as pain, has once again 
focused interest on the expediency of blocking 
noxious impulses at their source. Interruption of 
noxious stimulation even temporarily may lower 
the level of central excitation and interrupt a 
cycle of events which has become almost self- 
sustaining. Hence, as indicated above, painful 
states in areas exhibiting either secondary hyper- 
algesia or painful reflex vasomotor and skeletal 
muscle effects from such heightening of excitation 
within the neuraxis, when interrupted, sometimes 
do not recur. 

Procainization terminates the pain from con- 
tracted skeletal muscle either by blocking afferent 
impulses from the contracting tissue or by alter- 
ing the contractile state of the muscle. Secondary 
hyperalgesia, either superficial or deep, may be 
dispelled by blocking afferent impulses through 
the use of local anesthetic agents, or by means of 
counter irritants. 

A dramatic instance of the interplay of the 
effects of low intensity peripheral noxious stimu- 
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lation and the effect of social and personal pres- 
sures in a maladjusted individual is witnessed in 
the intractable pain exhibited by some amputees. 
Such persons experience prolonged intractable 
pain, associated with kinesthetic experiences of the 
amputated part. Sometimes the elimination by 
local nerve block or by operative removal of a 
scar about the terminal portion of the severed 
nerve terminates this phenomenon. At other 
times, however, a self maintaining system of ex- 
citation has apparently become so well established 
that neither operative removal of scars, interrup- 
tion of nerve pathways or even serious brain 
damage can complete eliminate it. 


Factors that Modify Perception and Reaction 
to Pain. 


This consideration of the general level of ex- 
citement within the neuraxis, as indicated earlier, 
leads directly to a consideration of the individual’s 
reactions to the the sensation of pain per Se. 
Impulses reaching the neuraxis, regardless of 
whether they evoke pain, modify neural activity 
in such a way as to effect moods, feeling states 
and behavior patterns. Pain sensation can evoke 
responses beyond those appropriate, and out of 
all proportion to the danger of the situation. In- 
versely, pain sensation can be a factor in sup- 
pressing reactions because of an appreciation that 
no genuine threat is involved or that the assault 
can be readily withstood. In other words, the 
response to pain sensation depends to a greater 
or lesser degree on an individual’s past experience 
and the meaning of pain sensation in terms of 
threat. The attitude of the society in which the 
individual finds himself and the latter’s own point 
of view about pain sensation, although they do 
not modify the pain threshold and the ability to 
discriminate the intensity of pain sensation, be- 
come factors which augment the protective-adap- 
tive patterns or repress them. 

Remarkable tolerance for mild pain can be de- 
veloped and maintained through such unrelated 
agencies as chernical substances, brain damage, 
group pressures and the reassurance of other in- 
dividuals. Also, reactions of maximal strength 
can be elicited by stimulation at threshold inten- 
sity and in properly conditioned individuals by 
stimulation even of sub-pain threshold intensity. 
Inversely, placebo agents become remarkably ef- 
fective in the relief of “suffering” even when pain 
is of moderate intensity. 
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All agents known as analgesics raise the pain 
threshold and alter perception of pain. However, 
the suppression of sensation is usually not as im- 
portant an action as regards pain relief as are 
the effects upon reactions to noxious stimulation 
and to pain itself. Thus, the pain of a patient in 
labor is greatly reduced following administration 
of an opiate, without alteration in pain threshold 
or in ability to discriminate differences in pain 
intensity. Analgesics alter reaction patterns to 
pain by inducing relaxation, feelings of well- 
being, and sleep. The untoward aspect of these 
effects is that only those agents which have con- 
spicuous and perhaps, from a social point of 
view, dangerous “side effects” best relieve suf- 
fering. Clearly exhibiting the “defects of their 
qualities,” they present a dilemma, since the very 
effects which make for usefulness as analgesics, 
make for danger of addiction for those who suf- 
fer, regardless of whether the suffering is in- 
duced by noxious stimulation of bodily tissue or 
by threatening circumstances resulting from inter- 
personal or social stresses. The search for agents 
that raise the pain threshold alone continues, 
though, to date there is nothing to indicate that 
the possibility of finding one exists. 


Appreciable differences concerning pain-thresh- 
old-raising properties are exhibited by such vary- 
ing classes of agents as represented by morphine, 
codein, meperidine and the antipyretics. In gen- 
eral, the coal tar products in maximal amounts 
raise the threshold as so to eliminate 2 dol pain. 
Codein and meperidine in ceiling amounts raised 
the threshold so as to eliminate pains of 2 to 4 
dols intensity. Morphine may eliminate pains 
of 4 to 6 dols intensity. But pains of 6 to 10 
dols intensity cannot be eliminated without anes- 
thesia, although they may be reduced to 3 to 4 
dols intensity. 

Whether the primary hyperalgesia be due to 
peripheral tissue damage or to damage in the con- 
ducting peripheral pathways, the pain threshold is 
lowered. Indeed, it may be so lowered that even 
those centrally acting analgesics capable of elimi- 
nating 4-6 dol pain are incapable of bringing the 
threshold up to the usual level. Effective proce- 
dures are those that prevent further stimulation 
of the damaged parts. After extensive skin 
burns, for example, the collection and drying of 


the surface serum usually gives the organism pre- 
cisely this kind of protection. In 
peripheral neuropathy, relief from weight bear- 
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those with 


ing, even that of the slightest covering, ani the 
lessening, by exposure, of the heat produced by 
the individual’s own body serve such a need. 


The Significance of Pain in Human 
Adjustments 


Man’s ability to experience pain is not essential 
to a suitable biological adjustment. Children con- 
genitally without the capacity to experience pain, 
at least when surrounded by pain-sensitive adults, 
adequately adjust themselves to their environ- 
ment, as do persons who have had pain path- 
ways surgically interrupted. Since, with expo- 
sure to noxious forces, the rate of tissue damage, 
rather than the amount or seriousness of such 
damage, determines intensity of pain, the latter is 
a poor indicator of the gravity of the subject's 
plight. Moreover, when injury is slowly- or 
non-progressive, even though extensive and omi- 
nous, little or no pain may be experienced. Per- 
sons critically ill, as with terminal neoplastic dis- 
ease, and those gravely injured do not inevitably 
experience intense pain. Hence man has been 
obliged to develop other means of protecting him- 
self and pain becomes of secondary importance 
to diagnosis. Alarm or defense reactions identi- 
cal in pattern to reactions to intense pain may be 
initiated by any stimulus if that stimulus has 
been previously associated with injuries, danger- 
ously threatening situations, or frustrations. As 
a matter of fact, the bulk of such reactions in- 
volved in common experience are initiated by 
non-painful stimuli. 

In a variety of cultures, the recognition that a 
certain amount of pain is an inevitable conse- 
quence of living coupled with its appreciation 
that a pattern of complete avoidance of pain en- 
dangers the attainment of full maturity has been 
the basis for the development of the thesis that 
some pain is a “Good thing” (aspects of Chris- 
tian doctrine, Stendahl, C. S. Lewis). 

A feature of rapidly changing mores and one 
which is conspicuous in our culture is epitomized 
in the question, “How much should I put up 
with?” This plaint or query is especially con- 
spicuous in cultures where the importance of the 
individual is stressed. This uncertainty arises 
from failure to distinguish between those aspects 
of man’s relation to his universe that may change 
rapidly and those that must change slowly. 

Certainly, pain sensation is a prime provocator 
of adjustment to environmental stimuli and, as 
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such, is a highly important biologic function for sensation of pain and the reaction to noxious 
man. It grossly defines the limits of man’s life, stimulation and pain. 
but symbols and threats of pain soon become The magnitude of protective responses induced 


ANALYSIS OF THE EFFECTS OF NOXIOUS STIMULATION 
A. Reactions not Dependent on Consciousness (Nociception) 


= = ns Inflammation, Cellular Death and 
1. Effects at the Site of Tissue Damage? pabsiis’ 
: ites ee ' Electrical Potential Changes 


Pilomotor 

Skeletal Muscle Contraction 
Gastrointestinal 

Sudomotor 

Neuroendocrine 

Humoral 


2. Integrated Reflex Effects 


‘a Local Lowering of Threshold for Noxious Stimulation and Heightened Central 
Excitatory State 


B. Reactions Involving Consciousness: “The Pain Experience” 


I. Pain Sensation 
1. Dimensions 
(a) Localization: Site Extension Movement 
(b) Quality Burning Pricking (Itching) 
Aching 
(c) Intensity Threshold to 10% Dols 
(d) Temporal Aspects 
Frequency Rhythmic Pulsatile Periodic 
Duration Diurnal Seasonal 
2. Modifying Factors 
(a) Admixture of Other Sensations 
Pressure Fullness Tightness Et cetera 
Numbness Heat Cold 
(b) Factors Increasing and Decreasing Intensity Primary Hyperalgesia 
Secondary 


(c) Factors Modifying Site Quality and Temporal Aspects 


II. Feeling Mood Attitude Bodily and Behavior Reactions to Pain Sensation 
1. Individual and Cultural Factors Conditioning Reactions to Pain Sensation 
(a) Past Life Experience 


2. Agents and Procedures Altering Reactions to Pain Sensation 
(a) Analgesics and Other Pharmocodynamic Agents 
(b). Suggestion Distraction and Hypnosis 
(c) Life Setting of the Pain Sensation 


1. Concurrent Adaptation Problems 
(d) Reversible and Irreversible Alterations in Brain Function 
(1) Sleep 
(2) Brain Injury 
(3) Et cetera. 


substitutes for noxious stimulation. Moreover, by pain is based in large part on the way the 
danger, threats to security, loss of love or disap- affected subject perceives it. Perception depends 
proval by group or individual evoke the same upon a multiplicity of factors including the ge- 
protective and adaptive reactions and almost the netic equipment, basic individual needs and long- 
same feeling states, emotions and behavior pat- ings, earlier conditioning influences, the host of 
terns as does noxious stimulation. This illumi- later life experiences and the nature of cultural 
nates the nature of human protective reactions; pressures. The common denominator, as regards 
and yet, on the other hand, the similarity of re- magnitude of reaction to pain, indeed is the inter- 
sponse has blurred the distinction between the pretation of an event as more or less threatening. 
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This follows because the response may be in 
terms of a conditioned pain stimulus, which, 
though slight as regards its destructive effects 
on the organism, nevertheless has taken on, be- 
cause of earlier experience, implications of grave 
danger. Hence, in man it is the response to pain 
per se that becomes of major importance, and 
indeed is capable of becoming a greater threat to 
survival than the assault. 

Moreover, the response, regardless of the 
personal significance of the noxious stimulus, may 
be a function of the pre-existing level of central 
excitation. The latter, in turn, is a reflection of 
the cumulative effects of the various noxious 
stimuli of life stress, and in defining the magni- 
tude of central excitation, shapes the magnitude 
of the response. 

In brief, pain sensation has a basic significance 
in earlier life adjustments of man, though it 
becomes less and less essential with growing 
individual experience. Indeed, noxious stimula- 
tion and pain may evoke reactions that are more 
dangerous than the assault, and may even threat- 
en survival. Those who would deal with pain 
as therapists must concern themselves especially 
with reactions to pain. The magnitude of pro- 
tective reactions are dependent in part on concur- 
rence of noxious stimuli, perhaps of low intensity, 
arising from parts remote from the main noxious 
source, as well as upon other non noxious, but 
disagreeable stimuli. 

Moreover, in the total pain experience not only 
the immediate setting of the pain, but the mean- 
ing of such pain for the individual in terms of his 
past must be appreciated. Hence, man with the 
capacity to react defensively to symbols of danger 
is especially vulnerable, since he reacts not only 
to noxious stimuli but to a host of threats and 
indeed, may dangerously overreact to both, using 
both appropriate and inappropriate protective pat- 
terns. It thus becomes clearer why a physician 
who deals with the broader aspects of the suf- 
ferer’s life experience and so makes efforts to 
support him in every way during a period of 
stress, is often more effective in a crisis than one 
who deals merely with the source of noxious 
stimulation. A transient painful incident for man 


is only one of a series of threatening circum- 
stances to which he is exposed, his recent and re- 
mote past being perhaps the major factors in de- 
fining what the pain means to him and how he 
will meet it. 


The Nature of the Pain Experience 


It is appropriate to return again to the con- 
cepts which have been held of the nature of pain 
and to suggest a thesis which is compatible with 
present knowledge. Widely held in the nine- 
teenth century, the intensive theory proposed to 
account for pain as the end result of strong stim- 
ulation of any sensory equipment, for example, 
visual, auditory, thermal or tactile. Such a view 
is not supported by -data now available. 

The ancient concept of pain as an emotion is 
supported by the newer information, at least to 
the extent that emotions and attitudes are among 
the identifiable reactions to pain. However, pain 
is a sensation, and, like other sensations, is medi- 
ated by specialized neural equipment. The ade- 
quate stimulus for pain sensation is any force 
resulting in the sufficiently rapid damaging of tis- 
sue, and, within limits, the rate of tissue altera- 
tion determines the intensity of pain. 


Better to understand the phenomenology of 
pain, it was found desirable to separate the re- 
sponses to noxious stimulation into (a) those not 
dependent upon consciousness, and (b) those in- 
volving consciousness. The former includes the 
automatic reflex responses; the latter includes on 
the one hand the pain sensation, and on the other 
hand the feeling, mood and attitude reactions 
largely determined by the past experience of the 
individual to the automatic responses and to 
the sensation of pain. It is the interplay of these 
fundamental components within the individual 
which comprises the pain experience. Such a 
broad specification was found necessary if the 
pain experience is to include the reportable feel- 
ing states and other sensations correlated with 
the report of pain. The reactions to noxious 
stimulation not dependent upon consciousness and 
those represented by the pain experience have 
been shown to be intimately interwoven. 





Clean your fingers before you point at my spots—BENJAMIN FRANKLIN 


The prudent will prepare themselves to encounter what they cannot prevent—JAMES RUSSELL 
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OSTEITIS CONDENSANS ILII 


The Relationship to Juvenile Epiphysitis 


WALTER H. UDE, M.D. 


Minneapolis, Minnesota 


N A PREVIOUS publication,® the author ad- 

vanced the theory that osteitis condensans ilii 
is a direct result of juvenile epiphysitis of the 
sacro-iliac joints. This theory was supported by 
the report of six cases in which the condition was 
associated with residual changes of juvenile 
epiphysitis of the dorsal spine (Scheuermann’s 
disease). Since this publication I have seen more 
than thirty additional cases of condensing osteitis 
ilii with co-existing Scheuermann’s disease. My 
original observation, therefore, has been con- 
firmed. The similarity of the degenerative 
changes in the spine and in the sacro-iliac 
joints, together with the constant co-existence 
of the spinal and the sacro-iliac condition, 
has now convinced me that these two are inti- 
mately related and result from the same original 
disease, juvenile epiphysitis. That the sacro-iliac 
joints are much less commonly involved than the 
spine is probably of little significance. The sig- 


nificant fact is that when they are definitely found 
to be involved, the changes in and adjacent to the 
joints are of the same character as seen in Scheu- 
ermann’s disease. 


Until the publication of my preliminary report, 
no definite etiological factor had ever been suc- 
cessfully assigned to condensing osteitis ilii. Most 
recently Folke Knutson,‘ in his presentation be- 
fore the Sixth International Congress of Radi- 
ology in London in 1950, was not aware of any 
known causative entity. Radiologists commonly 
added the words “etiology unknown” to their 
interpretation of these cases. Most observers 
have considered it on a par with anomalies, with 
no recognizable relationship to symptoms. This 
position is not supported by the work of Hare 
and Haggert,? who reviewed the subject in 1945 
and reported twenty-three patients observed in 
their clinic. Their youngest patient was twenty- 
three years of age. They quote Rendich and 
Shapiro, who were able to secure a biopsy during 
the performance of surgical fusion of the joint. 
This revealed a non-inflammatory calcium con- 
densation in the osseous tissue. Hare and Hag- 


Dr. Ude is Associate Clinical Professor, University 
of Minnesota. 
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gert were not able to clarify the etiology of the 
condition. All of their patients came for exami- 
nation because of low back pain, localized either 
to the lumbar or sacro-iliac region. In some 
instances the pain radiated downward into the 
lower extremities, occasionally simulating her- 
niated disk. Shipp and Haggert® reviewed the 
same material and extended their observations 
to include 100 cases. All their patients were adult 
females, the oldest forty-four and the youngest 
nineteen years of age. They concluded that the 
condition occurs as the result of mechanical strain 
affecting an amphiarthrodial joint. They found 
the process to be reversible. 

The roentgenologic features of vertebral epi- 
physitis have been described by deLorimier? and 
others. The demonstrable abnormalities seen im- 
mediately subsequent to the termination of the 
active stage of the disease consist mainly of struc- 
tural changes in the shapes of the vertebral bod- 
ies, with a tendency toward wedge-shaped defor- 
mities, intra-osseous herniations of nuclei pulposi, 
or so-called Schmorl’s nodes, and irregular corti- 
cal sclerosing changes around the margins of the 
vertebral bodies and of the margins of the 
Schmorl’s nodes. These changes produce varia- 
tions in the curvatures of the spine, mainly ky- 
phosis, but also scoliosis, which is distinctly lo- 
calized to the region involved. Slight narrowing 
of the intervertebral disks may be present, prob- 
ably as an associated result of the Schmorl’s 
nodes. In subsequent years, degenerative changes 
develop in the involved areas of the spine, which 
consist mainly of hypertrophic marginal lipping. 
This begins to be in evidence in the third decade 
of life, considerably earlier than in the average 
normal, In my observations there is also an in- 
creasing degenerative change in the intervertebral 
disks as shown by further narrowing of the disks. 
In my previous report the youngest patient, aged 
twenty-six, showed definite hypertrophic lipping 
although she presented relatively minimal struc- 
tural changes of the vertebral bodies. Since that 
time I have observed a younger patient, an un- 
married girl, aged eighteen, showing condensing 
osteitis of the left sacro-iliac joint, with Scheuer- 


541 





Fo 40968 FOCP @aeum-+ «+ 


Se mee bare Fe 


OSTEITIS CONDENSANS ILII—UDE 


mann’s disease of the dorsal spine, without any 
degenerative changes. I believe this is the young- 
est case ever reported. In my previously reported 
Case 6, and in several additional cases seen more 
recently, I also observed condensing osteitis ex- 
tending from the vertebral plates into the ad- 
jacent cancellous structure of the vertebral bod- 
ies, very similar to the condensing osteitis in the 
ilia. It is assumed that all of these degenerative 
changes superimposed on the structural changes 
are due to faulty statics or mechanical strain, 
and are on the same basis as the degenerative 
findings seen in the hip joints subsequent to juve- 
nile epiphysitis. 

The known facts about condensing osteitis ilii 
might be itemized as follows: 


1. The condensing osteitis is a homogenous 
sclerosing process or calcium condensation in the 
ilium directly adjacent to the sacro-iliac joint. 
It may be unilateral, but more commonly is bilat- 
eral. In a minimal degree of involvement it may 
be limited to the lower portion of the auricular 
process of one ilium. My youngest patient, aged 
eighteen, is of this type. In the more marked 
cases the calcium condensation extends along the 
entire vertical diameter of the auricular processes 
of both ilia, and flares laterally into the adjacent 
bony structure. 

2. The sclerosis is usually limited to the iliac 
side of the joint, but occasionally the sacral side 
is involved. Folke Knutson reported five cases 
out of thirty-seven with sacral involvement, and 
I have found it in two of my recent cases. 

3. Hitherto, the. joint was thought to be unin- 
volved. Case 1 of my previous report showed 
evidences of degenerative arthrosis in the involved 
sacro-iliac joint of a unilateral condensing ostei- 
tis, the uninvolved joint being apparently normal. 
Folke Knutson also found this complication, thus 
confirming my observation. Since then I have 
seen several other patients with distinct degenera- 
tive changes in the involved joints. 

4. Biopsy has revealed the condition to be a 
non-inflammatory calcium condensation in the 
osseous tissue. 

5. The condition is found predominantly in 
women, but a small proportion, about 5 per cent, 
has been found in men. 


6. The age distribution in my series is from 


eighteen to sixty-six, but the condition is usually 
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discovered between the ages of twenty and forty. 
Hare and Haggart gave their lowest age incidence 
as twenty-three, but in the extension of this study 
Shipp and Haggart reported a patient nineteen 
years of age. These authors also present evi- 
dence that the sclerosing process seems to be re- 
versible, which may account for the rare incidence 
of the condition in older individuals. 

7. The predominant symptom is low back pain, 
This may be lumbar or sacro-iliac in location, 
and may radiate into the lower extremities. 

8. The condition is not infrequently associated 
with a degenerative process in the symphysis pu- 
bis, with sclerosing changes in the adjacent por- 
tions of the pubic bones, very similar to the 
changes in the ilia. - 


The unknown facts about osteitis condensans 
ilii are mainly as follows: 


1. The cause of the condition has been un- 
known. 


2. The fact that it occurs predominantly in 


women has not been satisfactorily explained. 
Hare and Haggart, and Shipp and Haggart point 
out that in the gynecoid pelvis the sacrum tends 
to be of the horizontal type, while that of the 
android pelvis is more oblique in position. It is 
possible that this may account for a variation in 
the distribution of the condensing osteitis. In 
the female, and in the male pelvis with a gynecoid 
tendency, the sclerosis may follow the typical 
pattern, while in the male with a distinctly and- 
roid pelvis the sclerosis may be diffusely distrib- 
uted over the entire auricular process and thus 
escape detection in the casual examination. | 
have observed a case of this type, a boy aged thir- 
teen, who showed a marked Scheuermann’s dis- 
ease of the dorsal and lumbar spine. In addi- 
tion he showed a fragmented calcification of the 
epiphyses over the crests of the ilia, and areas 
of decalcification of the margins of both sacro- 
iliac joints. Subsequent observation revealed 
finally at the age of twenty-two an_ irregular 
serrated contour of the iliac crests, a distinct in- 
crease in calcium density to a depth of 5 to 8 
millimeters of the articular margins of the sa- 
crum and ilia at both sacro-iliac joints, and sug- 
gestion of reduction in width of the joint spaces 
as compared with the usual normal at this age. 
In another recent case, a man aged forty-two, the 
findings were as follows: 
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“There are old structural deformities in the lower 
dorsal and upper lumbar vertebral bodies, with multiple 
Schmorl’s nodes, with moderate hypertrophic marginal 
lipping, especially in the lower dorsal region, and with 
some degenerative changes in the intervertebral disks in 
the lower dorsal and upper lumbar area. The findings 
are characteristic of the residual changes from old 
juvenile epiphysitis with secondary degenerative arth- 
rosis. There is questionably a slight narrowing of the 
lumbosacral disk, but the lower lumbar disks are other- 
wise within normal limits in width, with the Schmorl’s 
nodes involving also the lower lumbar segments. There 
is a localized condensing osteitis in the upper portions 
of the sacro-iliac joints, mainly in the adjacent portions 
of the ilia, and resembling the changes produced by 
osteitis condensans ilii. It is, therefore, probable that 
this represents a variation of condensing osteitis ilii, 
namely the type of process more commonly occurring 
in the male pelvis because of the sex variation in the 
developmental structure of the pelvis.” 


If subsequent observations on large groups of 
cases of Scheuermann’s disease should show this 
type of change in the sacro-iliac joints in a suffi- 
ciently large group of males to compare favorably 
with the combined incidence of Scheuermann’s 
disease and condensing osteitis in the female, one 
would be on fairly firm ground in accepting this 
as the more common manifestation of this condi- 
tion in the male. Into this picture one would then 


have to adapt the presence of a gynecoid tendency 
in the male patient with typical condensing osteitis. 


It must be conceded that factors associated with 
pregnancy may be responsible for the more com- 
mon development of the sclerosing osteitis in the 
female. The damage to the joints by the epiphy- 
sitis may not have been sufficient to produce the 
sclerosis, but the physiological changes in the 
joints as a result of pregnancy, coupled with the 
increased weight bearing strain, may be the im- 
mediate causative factor in the appearance of the 
sclerosis. To establish this one should show the 
absence of the sclerosis before the onset of the 
pregnancy. This assumption would also explain 
later reversal of the process. The basic causative 
factor, however, is the pre-existing arthrosis from 
juvenile epiphysitis. 

3. The most important question to the patient 
and the attending physician is whether the con- 
dition is of symptomatic significance, and what 
is its treatment. If we assume that the condition 
arises on the basis of alteration of the articular 
surfaces by juvenile epiphysitis, and that a ma- 
jority if not all such joints undergo a degenerative 
change, then it may also be assumed that such a 
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degenerative arthrosis gives rise to low back pain. 
In turn, this concept would govern therapeutic 
procedures. 

4. Can one suspect the presence of osteitis 
condensans ilii when Scheuermann’s disease is 
demonstrated in the spine? Usually we have 
found the sacro-iliac changes first, and later sub- 
stantiated the presence of spine changes. Very 
recently a case presented itself in which this pro- 
cedure was reversed. The patient, a married 
woman, aged thirty-nine, gave a history of injury 
to the shoulder and dorsal spine region. Films 
of the dorsal spine revealed marked changes 
resulting from juvenile epiphysitis, including 
the sclerosing changes above referred to in 
Case 6 of the previous report, with the sclerosis 
radiating into the cancellous structures of several 
vertebral bodies. Later, re-examination to include 
the sacro-iliac joints revealed a typical condensing 
osteitis in one of the joints. The inclusion of a 
film of the sacro-iliac region in all cases of 
vertebral epiphysitis, either active or old, may 
therefore yield valuable additional information. 

Consideration of the problem of sex incidence 
of vertebral epiphysitis should not yield any addi- 
tional confusion. It is a very common condition, 
and in a general group of patients is found about 
equally common in both sexes. Brailsford’ states 
that it is more frequently found in female patients, 
while deLprimier found it more common in males. 
It is possible that these observations were made 
on material with unequal sex distribution, and 
that one may therefore assume that sex is not a 
determining factor in the incidence of this disease. 


Conclusions 


1. Osteitis condensans ilii has been shown to be 
co-existent with vertebral, epiphysitis in all cases 
which have recently come under my observation. 

2. Osteitis condensans ilii has been shown to be 
associated with changes in the sacro-iliac joints 
suggestive of degenerative arthrosis. 

3. The changes in the sacro-iliac joints have 
been shown to be of similar nature to those in 
the spine in vertebral epiphysitis. 

4. The demonstration of osteitis condensans ilii 
in unmarried women, in a young unmarried 
woman aged eighteen, and in male patients, casts 
distinct doubt on the premise that pregnancy is 
the etiological factor, although it does not elimi- 
nate it as a contributing factor in the actual de- 

(Continued on Page 546) 
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CORRELATION OF BLOOD SUGAR VALUES WITH GLYCOSURIA IN 


DIABETICS 


ROBERT STEWART FRASER, M.D. 
Edmonton, Alberta, Canada 


LOOD SUGAR levels and urinary glucose 

excretion are two important laboratory aids 
used in establishing control in diabetics. Much 
has been written in the vast literature of diabetes 
on the merit of these estimations. Joslin® states 
that “while the twenty-four-hour quantity of sug- 
ar in the urine is not an absolute measure of the 
degree of control of diabetes, still in the vast 
majority of cases it is an accurate index.” He 
agrees with John** that the glucose excreted 
should not exceed 10 gm. daily. In this report, 
the criteria for control as judged by blood sugar 
levels were somewhat less rigid than those set by 
Joslin,®> Duncan,’ and John.** For purposes of 
this paper, a diabetic was termed “controlled” 
if the 7 a.m. fasting blood sugar was less than 
130 mg. per cent and the preprandial values did 
not exceed 170 mg. per cent. Joslin believes that 
blood sugar levels in a diabetic should be normal 
before and after meals. Duncan does not con- 
sider that a patient is controlled unless the blood 
sugar values at 11 a.m., 4 p.m. and 10 p.m. are 
less than 150 mg. per cent, and the fasting morn- 
ing value is between 70 and 100 mg. per cent. 
John requires a “normal or near normal” blood 
sugar before each meal and a morning fasting 
value of 100 mg. per cent or less. 


The purpose of this study was to determine 
how many of those patients who excreted 10 or 
less gm. of glucose a day in the urine could be 
considered controlled when judged by the blood 
sugar requirements described above. It also af- 
forded an opportunity for assessing the value of 
the qualitative Benedict test as usually carried out 
for urinary glucose. It was not our intention to 
enter into the controversy concerning the merit 
of “chemical” control of diabetes, but only to 
present certain observations on the relationship 
of glycosuria to glycemia in patients with dia- 
betes. 





From the Department of Medicine, University of 
Alberta. 

Dr. Fraser’s present address: Department of Medicine, 
University of Minnesota Hospitals, Minneapolis, Minne- 
sota. 
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Method 


The patients investigated comprised a group 
of diabetics who were admitted to hospital for 
various reasons and who were under the care 
of their private physicians. Two twenty-four 
hour studies were made on eleven of twenty-two 
patients. The first was made soon after admis- 
sion, before any changes had been made in diet 
or insulin dosage. The second study was made 
just prior to discharge. Only one twenty-four- 
hour study was made on the remaining eleven 
patients, either because there had been no change 
in treatment or because the patient left the hospi- 
tal before further investigation could be carried 
out. One patient who did not have diabetes was 
added to the group for purposes of comparison. 


Procedure 


1. Blood sugar estimations were made at 7 
a.m., 11 am., 4 p.m., 10 p.m. and 7 a.m. the 
following morning (Folin-Wu-method). 

2. All urine excreted was collected in four pe- 
riods corresponding to the blood sugar estima- 
tions. 

3. Urine specimens were collected, after the 
bladder had been emptied, at times which coin- 
cided as closely as possible to the times of the 
various blood withdrawals. These are reported 
in the usual way to show from 0 to ++++ 
tests for urinary sugar (Benedict qualitative re- 
agent). 


Results 


It can be seen in Tables I and II that in eleven 
examinations a urinary excretion of less than 10 
gm. of glucose in twenty-four hours suggested 
that diabetic control had been attained. In each 
case, however, the corresponding fasting or pre- 
prandial blood sugars or both did not fall within 
the prescribed limits. In one-third of thirty-three 
examinations the twenty-four-hour urinary glu- 
cose excretion did not correctly mirror the state of 
diabetic control when this was assessed by blood 
glucose levels. Nevertheless, if both a normal 
fasting blood sugar and a urinary glucose excre- 
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BLOOD SUGAR VALUES—FRASER 


tion of 10 gm. or less in twenty-four hours were 
required of these patients, the state of control in 
all of them could be correctly determined. 


the disease progresses, especially if nephritis or 
hypertension develops, others have found the 
higher thresholds in young patients and those 


TABLE I. PERIODIC BLOOD GLUCOSE VALUES AND DAILY URINARY GLUCOSE 
EXCRETION IN ELEVEN DIABETIC PATIENTS 


























Patient Age Sex Blood Glucose 24 hour urinary glucose 
Number mg. per cent excretion in gm. 
7am llam 4pm 10 pm7am 
1 75 F (a) 410 550 350 465 335 34.1 
(b) 120 90 145 160 130 0.0 
2 74 F (a) 380 335 317 315 305 23.8 
(b) 186 250 250 335 188 17.1 
3 65 M (a) 111 352 433 224 72 41.9 
(b) 140 273 172 93 130 4.7 incomplete 
4 62 M (a) 284 376 400 325 268 28.3 
(b) 96 105 176 117 121 1.9 
5 33 F (a) 135 290 234 168 128 5.3* 
(b) 95 139 108 110 0.0 
6 57 F (a) 254 308 306 350 286 49.6 
(b) 117 83 108 102 93 0.4 
7 58 M (a) 194 250 160 190 154 7.3* 
(b) 98 191 162 170 87 4.6* 
8 62 F (a) 186 236 128 202 155 3.2* 
(b) 150 305 139 132 132 18.1 
9 69 F (a) 286 300 260 305 # 234 5.7* 
(b) 95 132 151 130 90 4.2 
10 56 F (a) 125 465 340 300 280 37.4 
(b) 152 220 210 197 160 3.4* 
11 49 M (a) 135 64 260 246 111 24.9 
(b) 100 144 126 148 126 1.4 





* Controlled when judged by urinary glucose excretion but not controlled when assessed by blood glucose 


eveis. 


TABLE II. PERIODIC BLOOD GLUCOSE VALUES AND DAILY URINARY GLUCOSE 
EXCRETION IN ELEVEN DIABETIC PATIENTS AND ONE NORMAL PERSON 


























Patient Age Sex Blood Glucose 24 hour urinary glucose 
Number mg. per cent excretion in gm. 
7am llam 4pm 10pm 7am 

12 50 F 204 325 345 .269 1270 18.9 

13 60 F 310 355 340 405 332 67.2 

14 52 F 106 122 212 175 145 0.0* 

15 48 F 194 290 325 252 228 6.8* 

16 64 F 246 338 282 232 204 2.2* 

17 60 M 160 162 144 151 158 2.7* 

18 31 M 206 310 284 278 200 67.2 

19 46 F 175 270 214 212 208 0.6* 

20 69 M 320 370 254 220 182 8.6 incomplete 

21 70 F 266 300 236 296 248 21.9 

22 18 F 202 256 242 272 #«4272 34.5 

23 52 F 102 98 130 130 105 Non-diabetic 





* Controlled when judged by urinary glucose excretion but not controlled when assessed by blood glucose 


levels. 


It was reasonable to expect that these patients 
would show elevated renal thresholds for glucose. 
Renal thresholds should ideally be determined by 
reference to the arterial glucose content, but it 
has been shown that in diabetics there is little 
difference in arterial and venous glucose levels 
when blood is taken in the post-absorptive state.® 
In four of ten patients negative qualitative Ben- 
edict tests were noted at times when the blood 
glucose values exceeded 200 mg. per cent. In 
other instances, the urine showed only a trace 
of sugar with similarly high blood sugars. Mar- 
ble’ has summarized the opinions of a number 
of workers concerning the presence of high renal 
thresholds in diabetic patients. Although some 
believe that the renal threshold tends to rise as 
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with diabetes of recent onset. 


Two of the four 


patients cited had hypertension, and although the 
blood pressure was normal in the other two, both 
had a history of diabetes of longer than ten years. 
(Pts. 10, 14, 15, 19.) 

The quantitative Benedict urinalyses carried out 
at the same time as the blood sugar estimations 
were unreliable indices of diabetic control. ' In 
Patient 3 (series a), a one plus result was found 
when the blood sugar was 72 mg. per cent, yet 
six days later (series b) a negative test was as- 
sociated with a blood sugar of 172 mg. per cent. 
Patient 19 showed three negative urine sugar 
tests at times when the blood sugar had not fallen 
below 210 mg. per cent. Several other examples 
follow, with the urine Benedict tests in paren- 
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theses. Patient 10, 230 mg. per cent (++), 
280 mg. per cent (.+); Patient 12, 325 mg. per 
cent (Trace), 260 mg. per cent (++++; Pa- 
tient 15, 320 mg. per cent (++), 250 mg. per 
cent (++++). 

Mollerstrom,® Forsgren? and others believe that 
there is an endogenous periodicity of carbohy- 
drate metabolism. An examination of the twen- 
ty-four-hour blood sugar curves reported by 
Sprague and Newson? revealed that six out of 
eight of their diabetic patients, who were receiv- 
ing no insulin, developed their highest blood sugar 
level at 11 am. At the time of admission to 
hospital ten of the patients reported in this study 
were receiving no insulin. In seven of these 
patients (Nos. 1, 7, 9, 10, 16, 19, 21) the highest 
blood sugar level was reached at 11 am. In 
two patients (Nos. 6 and 13) it occurred at 10 
p.m. and in one patient (No. Z) at 7 a.m. 


Summary 


Blood sugar levels were determined on twenty- 
two diabetic patients and one normal person at 
7 a.m., 11 a.m., 4 p.m., and 7 a.m. 

A twenty-four-hour urinary glucose excretion 
was determined in each case. 

A qualitative Benedict test for urinary glucose 
was made each time a blood sugar sample was 
obtained. 

Consideration of the twenty-four-hour urinary 
glucose excretion alone led to an erroneous con- 
clusion about the state of diabetic control in one- 
third of the cases. 

If both the fasting blood sugar and the twenty- 


four-hour urinary glucose excretion were used 
in this assessment the state of diabetic control 
could be correctly determined in all patients. 

The qualitative Benedict test was found to 
be an unreliable guide in determining the state 
of diabetic control. 

The highest blood sugar value in patients not 
receiving insulin was most commonly found at 
11 am. 
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OSTEITIS CONDENSANS ILII 
(Continued from Page 543) 


velopment or exacerbation of the sclerosis or of 
the symptoms in female patients. The theory is 
advanced that the apparent high incidence of this 
condition in female patients is due to the differ- 
ence in weight-bearing impact resulting from the 
more horizontal position of the female sacrum, 
thus giving rise to the typical sclerosing changes, 
while in the android pelvis the changes are dis- 
tributed more diffusely over the more obliquely 
placed articulation, and are therefore less easily 
recognized. 

Juvenile epiphysitis of the sacro-iliac joints 
is considered to be the etiological factor in con- 
densing osteitis ilii. 
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BLADDER REGENERATION 
Case Report and Review of the Literature 


EDWARD J. RICHARDSON, M.D. 


HE PHRASE “bladder regeneration” is 
unusual and may be confusing. 

Regeneration means the replacement of a lost 
part in such a manner that the newly formed part 
corresponds with the lost one in form, structure 
and size. This is not to be confused with com- 
pensatory hypertrophy. 

The more developed the animal species, the less 
is the power to regenerate. In man the power of 
regeneration is confined to regeneration of tissues 
per Se. 

A review of the literature reveals that in 1887 
tusachi? reported regenerative processes in 
smooth muscle fibres after the seventh day fol- 
lowing injury to the prostate, intestine, and uterus. 

In 1888, Tizzoni and Poggi (quoted by Rava- 
sini) resected the bladder in a dog and substituted 
for this a segment of small bowel. Normal bladder 
function was restored, but when the animal was 
sacrificed after several years and examined at 
postmortem it was found that a new bladder had 
been formed and the segment of bowel had be- 
come a useless diverticulum. Ravasini also cited 
an animal experiment of Schwartz who observed 
bladder regeneration in a dog. He had removed 
the entire bladder except the neck, trigone, and 
ureteral orifices. Ravasini himself reported a 
clinical case of carcinoma of the bladder in which 
he removed the entire bladder except the left half 
of the trigone and a small portion of the adjoining 
wall. A cystogram made 8 weeks postoperatively 
showed a newly formed normal appearing bladder. 

In 1923 Schiller® studied bladder regeneration in 
rabbits after resection of the bladder down to the 
trigone. One animal was operated on twice and 
formed a new bladder after each excision. He 
operated on nine animals. Two died. The other 
seven all formed new bladders. All the animals 
were later sacrificed and histologic studies showed 
in all cases slender individual muscle cells, fibres, 
and bundles. This confirmed his opinion that the 
process was one of regeneration rather than hyper- 
trophy and hyperplasia. 

Kretschmer’s? work in 1927 on rabbits support- 
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ed Schiller’s findings. At about this same date, 
Perlman* also demonstrated bladder regeneration 
in dogs. 

Folsom, O’Brien, and Caldwell? in 1940 re- 
ported eight cases of subtotal cystectomy in the 
treatment of Hunner ulcer as well as experimental 
work on bladder regeneration in dogs. In the 
eight cases of Hunner ulcer there was one failure. 
This was thought due to pre-existing upper uri- 
nary tract infection. The authors believed that this 
operation was contraindicated in patients with 
serious upper urinary tract infection. The other 
seven patients had no urinary tract infections 
prior to operation and all had good results as 
shown by normal postoperative cystograms and 
relief of symptoms. The ages of the patients, all 
women, were thirty to sixty-five years. Symptoms 
had been present from four to twenty-seven years. 
Follow up examinations were made in one case 
seventeen years, in one case over eight years, and 
in the remainder from two years to a few months 
following operation. The cystograms in two cases 
showed bilateral ureteral reflux which caused no 
symptoms and which could not be explained. 

In this excellent paper the authors also re- 
ported their results with subtotal cystectomy on 
eight adult female dogs. There were two deaths: 
one from peritonitis a week after operation and 
the other from distemper after three months. The 
other animals were sacrificed, and postmortem ex- 
aminations showed complete re-establishment of 
bladder size in all cases. Histologic studies showed 
the process to be regeneration and not hyper- 
trophy and hyperplasia. 

From these studies it is evident that the human 
bladder as well as the bladder of dogs and rabbits 
has the power to regenerate. Additional proof of 
bladder regeneration will be evident from the 
following case report. 


Case Report 


Mr. E. P., aged sixty-six, was first seen on August 
2, 1950, complaining of blood at the beginning of urina- 
tion. Transurethral resection had been made elsewhere 
in 1935 and again in 1949 because of vesical neck ob- 
struction. Both surgical procedures gave relief from the 
obstructive symptoms. : 

The patient stated that he voided with a good stream 
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Fig. 1. Cystogram one week after Fi 


Fig. 4. Cystogram two weeks 
postoperatively. postoperatively. 
and had good control. There was no history of pain, 
colic, or bladder irritation. He voided four to five times 
a day and had no nocturia. His only complaint was oc- 
casional hematuria at the beginning of urination for the 
past two to three months. He stated that he had been 
cystoscoped elsewhere about six weeks previously with 
negative findings. 

The family history and past history were essentially 
negative. 

Physical examination revealed a well-developed, well- 
nourished sixty-six-year-old white man in no distress. 
Pulse was 80. Blood pressure was 130/80. Heart and 
lungs were normal. Abdominal examination was nega- 
tive. On rectal examination some little remaining pros- 
tatic tissue was palpable, which was moderately indu- 
rated but not suspicious of carcinoma. There was no 
residual urine. The other details of the physical examina- 
tion were within normal limits. 


Laboratory Studies—Blood: hemoglobin 14.5 grams 
(87 per cent), white blood cells 6,350. Urine: specific 
gravity 1.019, pH 6, albumin negative, sugar negative, 
microscopic centrifuged results—10 to 15 white blood 
cells and 20 to 30 red blood cells per high power field. 
Blood urea nitrogen 12 milligrams per cent. Acid phos- 
phatase 1.5 units. 
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( g. 2. Cystogram two weeks Fig. 
bladder injury. after bladder injury. 


Fig. 5. Cystogram three weeks 


3. Cystogram three weeks 
after bladder injury. 


Fig. 6. Cystogram approximately 
one year postoperatively. 


On August 3, 1950, a cysto-urethroscopic examination 
was carried out under spinal anesthesia. The bladder and 
prostatic urethra were normal, and nothing was found 
to account for the patient’s complaint of initial hema- 
turia. As the instrument entered the bladder, it was felt 
to come into contact with the posterior bladder wall— 
which is not unusual. Further examination found a small 
rent in the mucosa of the posterior bladder wall which 
appeared to be not important. The instrument was re- 
moved, a Foley bag catheter was inserted, and the pa- 
tient was returned to his room. 

Catheter drainage was continued and antibiotics were 
given. Within twenty-four hours there was complaint of 
fairly severe lower abdominal pain. The temperature 
rose to 100°. Generalized abdominal distention developed, 
which was controlled by nasal suction and intravenous 
fluids. X-ray examination of the’ abdomen showed a 
paralytic type of ileus. 

The diagnosis was now obvious: peri-vesical extra- 
vasation of irrigating fluid (distilled water) incident to 
injury of the bladder wall by the entering cystoscope. 

The nasal tube was removed in a few days. The daily 
temperature elevation was between 100° and 101°, reach- 
ing a high of 101.8° on the seventh day, after which it 
returned to normal and remained so for the rest of the 
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hospital stay. The white blood count varied between 
6,000 and 11,700. The blood urea nitrogen was never 
over 20 milligrams per cent. By the third postoperative 
day, a mass about the size of a large lemon could be 
palpated abdominally above the pubic arch extending 
over to the right side. In spite of adequate catheter 
drainage this mass did not appreciably decrease in size. 


On the seventh postoperative day the first cystogram 
was made. 


Figure 1 represents a cystogram made one week after 
bladder injury and shows the marked degree of extra- 
vasation. 


Figures 2 and 3 represents cystograms made respective- 
ly two and three weeks after bladder injury. Extra- 
vasation is still present. 


The day following the last cystogram a cysto-urethro- 
scopic examination was made under spinal anesthesia. 
Fairly normal appearing mucosa over the vesical neck 
and trigone was seen. Beyond this the only semblance of 
bladder wall and mucosa was a narrow strip of intact 
mucosa, extending for a few centimeters upward from 
the vesical neck in position of the anterior wall. Beyond 
this the surfaces visualized were in the form of necrotic 
crevices and pockets. It was evident that most of the 
bladder wall had sloughed out. 


After removal of the cysto-urethroscope, bimanual 
recto-abdominal examination was made, which disclosed 
amass of infiltration in relation to the bladder floor con- 
tinuous with the right pelvic wall and right side of the 
hollow of the sacrum. 

Surgical exploration of the bladder was made forth- 
with. This confirmed the findings of the cysto-urethro- 
scopic examination: almost complete bladder slough. All 
of the bladder that was intact was the vesical neck and 
trigone and a small strip of mucosa anteriorly. Speci- 
mens of tissue taken from various areas of the peri- 
vesical spaces and wound cavity showed only abscess 
wall—no bladder muscle. An F22 Robinson catheter 
was introduced through the urethra and was drawn 
down into the vesical neck—in which position it was af- 
fixed to the glans penis with a suture of braided silk. 
The silk cord attached to its upper end was brought out 
through the wound. An F24 Robinson catheter was put 
in place with its end close to the vesical neck, brought 
out as a suprapubic tube, and fixed to the skin with a 
suture of braided silk. Drains were placed in the pre- 
vesical space. 


The patient’s postoperative course was uneventful. 


Figures 4 and 5 represent cystograms made respective- 
ly two and three weeks postoperatively. 

The patient was discharged from the hospital on the 
twenty-second postoperative day after a forty-four-day 
hospital stay. 

At the time of discharge, the patient was leaking a 
small amount of urine through the suprapubic wound 
but was voiding frequently with fairly good control. 

Examination three weeks later found the suprapubic 
incision completely healed. There was normal urinary 
control with a bladder capacity of approximately 150 cc. 
By the ninth postoperative week, the pyuria had cleared 
and the bladder capacity was 200 cc. 

The last examination was on July 26, 1951—almost one 
year after operation. The patient was well and had no 
complaints. Urination was normal and the urine was 
negative. Bladder capacity was 350 cc. 

Figure 6 is a cystogram made approximately one year 
postoperatively. 


So here we have a patient whose entire bladder 
except for the trigone and vesical neck had com- 
pletely sloughed as the result of extravasation 
secondary to instrumentation and then regenerated 
completely so that one year later he had a com- 
pletely normally functioning organ—added proof 
of the ability of the human bladder to regenerate. 


This not too well known phenomenon of bladder 
regeneration offers many interesting possibilities 
for future bladder surgery. There is still much 
work to be done along this line, and time alone 
will bear proof of its final results. 
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RECORD NUMBER OF LIVE BIRTHS 


Live births for 1951 may have topped the all-time 
high set in 1947, but U. S. Public Health Service is wait- 
ing for final returns before making formal announce- 
ment. The 1947 figure for live births was 3,818,000 
and the 1951 unofficial total is 3,833,000 but PHS points 
out this is just an estimate and the totals are too close 
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together to make any claims for 1951’s birth rate with- 
out final figures. One of the factors contributing to the 
rise was the continuing decline in infant mortality. For 
the fifteenth straight year the infant death rate de- 
clined, reaching 28.8 per thousand live births last year. 





MATERNAL AND INFANT MORTALITY IN A RURAL HOSPITAL 


DOUGLAS L. JOHNSON, M.D. 
Little Falls, Minnesota 


ECAUSE of an apparently high birth rate of 

premature infants in St. Gabriel’s Hospital, 

it was felt a study of the entire maternal and in- 

fant mortality problem in this 100-bed rural gen- 
eral hospital was indicated. 

Review of the maternal deaths during the ten- 
year period of 1942 through 1951 is indeed en- 
couraging. During this period, there were 6,068 
live births, and only one maternal death. In this 
case, death was due to acute yellow atrophy of 
the liver, and occurred in 1943. These figures 
produce a maternal death rate over the ten-year 
period of .16 per 1,000 live births. The rate for 
the state of Minnesota for the year 1950 was .58 
per 1,000 live births. 

To maintain this record, adequate prenatal care, 
careful and proper conduct of labor, and use of 
antibiotics, blood and blood substitutes when 
indicated together with proper postpartem care 
are vitally necessary. 

The second phase of this study consists of a 
’ review of the stillbirths and neonatal deaths dur- 
ing the two-year period of 1950 and 1951. 

From Table I, it is seen that the stillbirth rate 
for the two years was 17.3 and 17 per 1,000 live 
births. These are higher than the rate for Min- 
nesota for 1950 of 16.3. 

From the same table it is observed that the total 
premature rate was 41.1 and 69.9 respectively. 
For the state as a whole, the rate was 58 per 
1,000 live births. 

It will be noted from the table that there were 
eight full-term and five premature stillbirths in 
1950 and seven full-term and six premature still- 
births in 1951. Table II presents these cases 
individually. 

A brief summary of the probable causes of 
death in the fifteen full-term stillbirths permits 
grouping them as follows: 


1. Cases 1, 4, 11, and 13—prolapsed cords. 

2. Cases 3, 5, 7, 10 and 15—diabetes mellitus, toxemia, 
or other disease causing intra-uterine death 
macerated fetus. 


with a 


3. Cases 2 and 8—pelvic and fetal disproportion. 


Presented at staff meeting of St. Gabriel’s Hospital, 
Little Falls, Minnesota. 
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TABLE I. REVIEW OF STILLBIRTHS AND 
NEONATAL DEATHS 














Total deliveries 
Fullterm births 
Fullterm stillborn 
Premature births 
Premature stillborn 
Premature live births 
Total live births 
Fullterm stillbirth rate 
Premature stillbirth rate 
Total stillbirth rate | 17.3 
otal premature rate 





750 
| 10.6/M live births 
| 6.6 





4. Cases 9, 
placentae. 
5. Case 6—aspirated amniotic fluid. 


12, and 14—ruptured uterus or ablatio 


It should be noted that there was only one 
autopsy in this group. 

The causes of fetal death could be attributed 
to pre-eclampsia in Cases 2, 6, and 8; to maternal 
bleeding in Cases 5 and 11; to erythroblastosis 
in Case 1 and to fetal malformation in Case 7. 
In Cases 3, 4, and 10 there was no apparent rea- 
son for fetal death. There were no autopsies in 
this group. 

It will be noted in the group of full-term neo- 
natal deaths that three were due to multiple con- 
genital malformations ; four to aspiration of am- 
niotic fluid or atelectasis ; two to erythroblastosis ; 
and one to pneumonia. Three of these infants 
were delivered by cesarian section. The high 
autopsy rate in this group of cases is particularly 
noteworthy. 

A quick survey of this table shows that only 
one of these premature deaths was attributed to 
malformations, one to erythroblastosis, one to 
diabetes mellitus, and two to anoxia (premature 
separation and one prolapsed cord). The remain- 
ing twelve of the seventeen premature neonatal 
deaths can merely be listed as due to prema- 
turity. It will also be noted that there were only 
two autopsies in this group. 

Table VI is presented to show the various 
problems to be considered in an attempt to lower 
the neonatal death rate. Although this series is 
too small to have much significance attached to 
the percentage of each cause, a comparison is 
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TABLE II. FULL-TERM STILLBIRTHS 
1950-1951 











Case | Grav 


Para | Weight 


Pertinent Facts 





a | 
| iv 9 Ib. 
iii 
ii 5 lb. 
i | 6 lb. 
ii | i | 6b. 


ore whore 


8 lb. 
8 lb. 


7 02. 


11 lb. 11 oz. 
12 oz. 
i 7 Ib. 14 oz. 


3 02. 
3 oz. 


3 oz. 
2 oz. 


Cause of Stillbirth 





Forceps delivery 

Second stage one hour; mid forceps applied after version 

Macerated fetus 

Large myoma extending 6 cm. below the external os 

Hypertension and albuminurea 

Normal pregnancy and delivery; half hour second stage; 
autopsy 


One premature previously died; no prenatal care 

Previous delivery high forceps; baby OK; delivery breech; 
turned in office on two occasions. 
High forceps attempted 
Delivery by podalic version and breech extraction 


| Porosection 


Previous stillbirth 


Placenta previa and previous cesarian section 
Porosection 

Delivery by version, breech extraction 

Two previous abortions; cesarian section 


| All previous pregnancies normal 


Prolapsed cord 
Large infant, shoulder presentation 


Prolapsed cord 

Macerated fetus 

Aspiration of amniotic fluid with hemorrhage 
in peritoneal, pericardial and pleural 
cavities 

Diabetes mellitus; macerated fetus 


| Pelvic disproportion and prolapsed cord 


| Ablatio placenta; uterine apoplexy 


Diabetes mellitus; macerated fetus 


| Prolapsed cord 


Ruptured uterus at 8 mos. gestation 


| Shoulder presentation, prolapsed cord 


Ablatio placenta 
Macerated fetus 





TABLE III. PREMATURE STILLBIRTHS 
1950-1951 











! 
| 
Case men) Para 
| | } 


4 lb. 12 oz. 


} 
iii i 
iii 


Oo 


iii 


2 Ib 


2 Ib 
2 lb 


5 
6 
7 
8 
9 
0 
1 


—— 


4 Ib. 
i | 5 Ib. 


4 |b. 
1 Ib. 
4 lb. 
4 lb. 


5 |b. 


Weight 


. 10 oz. 
9 oz. 


3 oz. 
3 oz. 


4 oz. 


8 oz. 
1 oz. 
. 13 oz. 
. 11 oz. 
2 oz. 


Gestation Pertinent Facts 
Jeeks 


Previous erythroblastotic baby recovered 
Increase in Rh antibody titre 
| Delivered macerated fetus 


| Two previous stillborn and several miscarriages 


| Two abortions caused by retroversion 
Breech presentation 
| First delivery stillborn 
Macerated fetus 
Previous abortions 
Pre-eclampsia 
| Macerated fetus 
| Macerated fetus 
‘wins (one alive) 
One abortion 
| One previous miscarriage (deformed fetus) 








Cause of Stillbirth 





| Erythroblastosis 


Pre-eclampsia 
Cause undetermined 


Cause undetermined 


Bleeding entire pregnancy 
| Pre-eclampsia 


Hydrocephalus 

Pre-eclampsia 

Macerated fetus 
| Macerated fetus 

Ablatio placenta 
| 





TABLE IV. FULL-TERM NEONATAL DEATHS 


1950-1951 











| | 
Case Grav | Para | 


Weight 


Age at Pertinent Facts 


Death 





| 7b. 
| 7 1b. 4 


8 lb. 1 
| 7 Ib. 
| 7 lb. 
| 





6 lb. 
| 5lb. 


7 lb 
6 lb 
| 


| 7 Ib. 


oz. 
3 oz. 


2 oz. 


% hr. | Cesarian section—Gen. anesthesia 


4 hrs. 
| Previous stillborn; cause undetermined 
lhr. | Mild toxemia, Cesarian section, local anesthesia, 


follow by pentothal and ethylene 
10 min. | , 
| No history of previous trouble 
36 hrs. Previous ectopic pregnancy 
Cesarian section for placenta previa centralis 
| at 8 mo. 
| One baby died of atelectasis 
Protruding eyes, no eyelids, no tongue, vocal 
| cords in oral pharynx, extra digits on hands 
} and feet. 
| Pt. over term. Instrumental rupture of mem- 
branes. Previous delivery stillborn, overdue. 


10 hrs. 


| 


ara 





Cause of Death Autopsy 





| Erythroblastosis 


Yes 


Yes 


Aspiration pneumonitis 
Large diaphragmatic hernia 

All abd. contents in chest 
fetalis (Died Yes 
Yes 


Yes 


at University) 
Asphyxia in utero 


Complete absence of diaphragm 
Abd. contents in chest cavity 
Hemorrhagic disease of the new- 
orn 
Bilateral atelectasis due to as- 
piration of amniotic fluid 


Yes 


Yes 


Atelectasis 
Multiple malformations 


No 


Purulent pneumonitis 








made with 
It will be 


similar causes over the entire state. 
noted that the percentages in each 
group in this hospital are not significantly differ- 
ent from those over the state. 
rate here over a two-year period has been 16.2 
per thousand live births as compared with 18.9 


for the state as a whole. 
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The neonatal death 


The conclusion inevitably reached from this 
study up to this point is that prematurity is the 
greatest problem in stillbirths and neonatal deaths. 
Careful consideration of the previously listed 
cases, however, reveals that the problem is prob- 
ably not as great as it appears on the surface. 


It will be noted in this series that very few 


=e 


551 





MATERNAL AND INFANT MORTALITY—JOHNSON 


TABLE V. PREMATURE NEONATAL DEATHS 


1950-1951 








Gestation 
Weeks 


Pertinent Facts 


Cause of Death 


———as 


Autopsy 





37 
22 














Previous stillborn. 
increasing titre. 

Several previous abortions 

Premature separation of placenta. Transverse posi- 
tion. 


Medical induction because of 


bar ~ previous abortions. Two previous premature 
e 


No prenatal care. 
win 

Twin 

Breech, prolapse of cord. 

One previous stillborn. 
trolled diet and insulin. 

Clubbed feet, corneal opacity of left eye, agenesis 
of both kidneys, agenesis of rt. ventricle, incom- 
plete separation of aorta and pulmonary artery. 

One previous premature with death of infant. 

Two abortions. Membranes ruptured at 4 months. 
Bleeding k, Soqnentty — ~ start of pregnancy. 

Twin. Hydramnios. Low forceps. 

Twin. Hydramnios. Mid forceps. 

Membranes ruptured one month prior to delivery. 

Bleeding during pregnancy. 


Mother diabetic, uncon- 


Webbing of toes of right foot, absence of all toes of 
left foot. 











Erythroblastosis 


Prematurity 

Premature separa- 
tion of placenta. 
Anoxia. 

Prematurity 


Prematurity 
Prematurity 
Prematurity 
Prolapsed cord. 
Diabetes Mellitus 


Multiple deformi- 
ties. 


Prematurity 
Prematurity 


Prematurity 
Prematurity 
Prematurity 
Prematurity. Mar- 
= placenta 


revia. 
Demstatly 





Yes 
No 





TABLE VI. NEONATAL DEATHS 1950-1951 








Number| Percent 
Cases | St. Gabriel 





Prematurity ll 44 
Congenital Malformation 4 16 
Birth injuries 
Atelectasis 16 
Pneumonia 
Asphyxia in utero 
Hemorrhagic disease of newborn . 24 
Diabetes Mellitus 

18.1/M 18.9/M 


Death rate 
- live births | live births 














autopsies were performed upon prematures, either 
in cases of stillbirth or neonatal death. This is 
unfortunate, and probably results in prematurity 
being listed as the cause of death in many cases 
where congenital malformations, atelectasis or 
other actual pathological conditions exist but are 
unrecognized and unproved. In the future, there- 
fore, the high rate of autopsies that has been 
achieved in the full-term group should be carried 
over to the prematures, so that these deaths may 
be properly classified. 

While it is difficult to list factors that will defi- 
nitely lower the rate of premature deliveries, 
certainly adequate prenatal care is the best ap- 
proach to the problem. Included in prenatal care, 
of course, are medical care, dietary control, prop- 
er housing, working conditions, recreational fac- 
tors, and an adequate rest program. Studies that 
have been done on racial, economic, and .socio- 
logical influences affecting the rate of premature 
births, indicate that if the above factors listed as 
adequate prenatal care are ideal, the premature 
rate will be significantly less, 
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The conduct of labor in the case of a prema- 
ture delivery can definitely influence the survival 
rate of the premature infant. Since these infants 
are sometimes overly sensitive to sedation and 
general anesthetics given to the mother, these 
medications should be used cautiously. It is fur- 
ther known that these small infants are less able 
to withstand the trauma of a difficult second stage 
of labor. . Therefore, the current teaching is to 
perform an episiotomy and deliver by forceps in 
many cases. 

In this hospital these babies are placed in an 
incubator in the delivery room. Clearing of the 
respiratory passages is essential. Oxygen resusci- 
tators are available in the delivery room. The 
presence of emergency bronchoscopic equipment 
and trained personnel is highly desirable and 
might possibly eliminate some of the respira- 
tory deaths. 

The actual nursing care and feeding program 
in this hospital is carried on according to the 
program recommended by the Minnesota De- 
partment of Health. The premature babies are 
attended only by highly trained personnel. This 
training program is a continuous one. Besides 
the faculty of St. Gabriel’s Nursing School, spe- 
cialists in the field of premature nursing have 
been called in from time to time to augment the 
training of the local faculty. Oxygen is admin- 
istered from birth until the infant has progressed 
enough to be maintained without it. These babies 
are kept in incubators until they weigh at least 


MINNESOTA MEDICINE 





MATERNAL AND INFANT MORTALITY—JOHNSON 


five pounds. The premature survival rate is 
shown in Table VII. 


TABLE VII. 
1950 
Total Premature Live Births 


2 weighed less than 1 1Ib.; both died about 8 hrs. after 
birth 

2 weighed between 1 and 2 Ibs.; 1 lived 15 min.; the 
other lived 50 min. 

1 weighed between 2 and 3 Ibs.; discharged on the 79th 
day 

> between 3 and 4 Ibs.; 3 lived 30 min., 
2 hrs. 40 min., and 4% hrs,. respectively; 1 was 
discharged after 40 days; one after 85. 

7 weighed between 4 and 5 Ibs.; all lived. 

9 weighed between 5 and 5% Ibs.; 8 lived, 1 diéd of 
erythroblastosis fetalis on 3rd day. 


1951 
Total Premature Live Births 


1 weighed between 1 and 2 lbs. and died after two 
hours. 

4 weighed between 2 and 3 lbs.; 2 (twins) died after 
914 hours; 2 were discharged after 44 and 51 days, 
respectively. 

6 weighed between 3 and 4 lIbs.; 1 died after 2 hours; 
1 died after 36 hours; 4 were discharged after 
29, 30, 48, and 51 days, respectively. 

20 weighed between 4 and 5 Ibs.; 1 died after 25 min.; 
1 died after 10 hrs.; 18 lived. 

17 weighed between 5 and 5% Ibs.; all lived. 





Continuation of the high survival rate in the 
future assumes the continuation of the present 


excellent nursing care under supervision of the 
medical staff. 

Congenital malformations are responsible for 
16 per cent of neonatal deaths. More accurate 
diagnosis will undoubtedly increase this percen- 
tage. Nevertheless, the situation is not without 
some hope. Definite association has been shown 
between Rubella during pregnancy and congenital 
malformations. Nutritional factors certainly have 
some bearing on the subject. Physicians in rural 
practice will depend on the centers of learning 
for more information on this subject in the 
future. Hereditary factors undoubtedly play a 
large part. One of the neonatal deaths reported 
in Table IV was caused by a complete absence 
of the diaphragm. Recently, the wife of the 
mother’s brother delivered an infant with the 
same defect. The recurrence of this defect in 
the same family would seem to be an hereditary 
defect rather than an accidental recurrence. 

Birth injuries as a cause of stillbirths and neo- 
natal deaths certainly are among the preventable 
causes of death, and one which should largely 
be eliminated. In the present series, there were 
two deaths that were at least partially caused 
by disproportion between the pelvis and the size 
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of the fetus. Adequate measurement with x-ray 
mensuration in borderline cases and in those with 
obviously small measurements are easily obtained 
and should be required. In borderline cases a 
test of labor with prior preparation for section 
if necessary is probably the procedure of choice. 
Careful consideration should be given to the 
measurements of the mid-pelvis, since often the 
head may start to descend into the pelvis only 
to be held up when the operator may expect 
continued progress. Only by adequate measure- 
ments prior to the time of delivery may this situ- 
ation be anticipated and injury or death to the 
baby be averted. 

Consultation with specialists trained in obstet- 
rics cannot always be obtained in this hospital be- 
cause of the emergency nature of many of the 
complications and the distance to large medical 
centers. Nevertheless, in any case of inadequate 
pelvic measurements, with proper planning these 
patients may be seen by consultants so that help 
may be obtained in determining the type of deliv- 
ery suitable. 

In this group of cases, prolapsed cord has 
caused several stillbirths. This is always a serious 
complication and, according to DeLee it carries 
a 40 to 50 per cent mortality if treated and 80 
per cent if untreated. The cord is not always 
palpable rectally, and if suspected, a vaginal ex- 
amination should be done. The best treatment is 
immediate delivery of the child. If the cervix is 
not completely dilated, replacement of the cord 
above the head must be done. A vaginal bag or 
gauze pack may be used to advantage, together 
with the Trendelenburg position. Version may 
be used if the cervix is sufficiently dilated. Oc- 
casionally if the baby is in good condition, cesa- 
rian section may be indicated, particularly in 
older primiparae. 

Atelectasis has previously been mentioned. Re- 
moval of fluids from the respiratory tract by suc- 
tion with a catheter is usually sufficient. Bron- 
choscopy is highly desirable in some cases. 

Pneumonia occurred in one case in this series. 
Antibiotics administered to those patients for 
whom labor is induced by rupture of the mem- 
branes is of value in preventing pneumonia in the 
infant. 

Erythroblastosis fetalis is a definite hazard to 
those infants whose mothers have become sensi- 
tized. Proper prenatal care plus adequate trans- 
fusions seem at this time to be the best way of 
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saving these infants. In the event the antibody 
titre is increasing, delivery two weeks prior to 
term is advisable. There is some disagreement 
on this point since the hazard of prematurity is 
added to that of erythroblastosis. 


Summary 


The maternal mortality at St. Gabriel’s Hospi- 


tal has been reviewed for the past ten-year pe- 
riod. The stillbirths and neonatal deaths have 
been reviewed for the past two years. 


From this study, it can be concluded that this 
hospital is an extremely safe place for women 
to undergo childbirth. 

From the stillbirth and neonatal standpoint, it 
compares about equally with the state as a whole. 

As a result of efforts of some of the members 
of the medical staff, an eight weeks’ course, one 
night a week, is now under way at this hospital. 
The course is being jointly sponsored by the 
Minnesota Department of Health and the Minne- 
sota State Medical Association. The faculty con- 
sists of faculty members from the University of 
Minnesota and other obstetricians from the Twin 


Cities area. All the members of the medical 


staff of St. Gabriel’s Hospital and several phy- 
sicians from surrounding communities have at- 
tended. 


The combined efforts of all these individuals, 
the nursing staff and administration of St. Ga- 
briel’s Hospital, should definitely result in further 
improvement in the stillbirth and neonatal death 
rate in this and other communities. 
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CHANGES IN THE MEMBERSHIP AND FELLOWSHIP STRUCTURE OF THE 
AMERICAN MEDICAL ASSOCIATION 1949-1952 


Prior to 1950, and since the year 1918, all physi- 
cians who were active members of their State 
Society were non-dues paying members of the 
American Medical Association. 


Of the 144,211 members of the A.M.A. in June, 

1949, 77,723 were listed as fellows. Fellows paid 

dues to the A.M.A. and received The Journal 
A. 


The House of Delegates of the A.M.A. assessed 
all members of the A.M.A. $25.00, but this as- 
sessment was voluntary and not compulsory. This 
was the only assessment made. 


There was no assessment in 1950. The A.M.A., 
for the first time, set the dues for membership in 
the A.M.A. at $25.00 a year. If these dues were 
not paid by the end of the year the member was 


dropped for non-payment; before he could be 
reinstated, it was necessary for him to pay the 
delinquent year’s dues. 


The 1950 dues did not include a subscription to 
The Journal A.M.A. 


A member in 1950 again had to pay fellowship dues 
to receive The Journal A.M.A., or could subscribe 
to it separately. 


The membership dues in the A.M.A. in 1951 
were $25.00 and included a subscription to The 
Journal A.M.A. Fellowship dues were reduced to 
$5.00 but no longer included a subscription to 
The Journal A.M.A. 


The same as 1951, except that there are no fellow- 
ship dues and fellowship cards are not being is- 
sued. Fellowship will probably be abolished after 
the Annual Meeting of the A.M.A. in June, 1952. 
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Case Report 





ASPIRIN POISONING IN CHILDREN 


W. RAY SHANNON, M.D. 
Saint Paul, Minnesota 


ERIOUS due the medical men of 
S my generation for permitting the present casual 
attitude toward the indiscriminate use of salicylates to 
exist among the general population. We seem to have 
forgotten that in excessive doses it is a potent poison 
without an antidote and, once rampant, extremely diffi- 
cult to combat. Now that in some form it is on every 
bedside table and in every medicine cabinet, frequently 
camouflaged and flavored so as to be most attractive 
to children, it is small wonder that instances of serious 
poisoning are being so frequently encountered by pedia- 
tricians. Aspirin, while not the most poisonous, is the 
most widely used salicylate compound and therefore fig- 
ures most frequently, as in the present episode. 


indictment is 


About 2:30 one afternoon, two sisters, aged two and 
one-half and four years, were found to have consumed 
from one-half to three- -quarters of a bottle of aspirin. 
Originally, it had contained 100 5-grain tablets. Twenty 


minutes later they were at the Children’s Hospital. 
Large quantities of granular material resembling dis- 


integrating aspirin tablets were removed from the 
stomach of the smaller child by repeated washings. 
When the mother revealed for the first time that the 
older girl had also been involved, a lesser amount of 
the same substance was washed from her stomach. 
Both appeared in the best of spirits after the manipula- 
tions, and the parents had to be persuaded to leave 
them in the hospital for observation. 

Each ate a regular supper and nothing unusual was 
noticed until the younger one vomited her entire meal 
at 7:30 pm. There was blood in the vomitus. The 
older child appeared normal at this time though later she 
did develop signs of mild poisoning. 

When the vomiting, which had been projectile, was 
discovered the patient was found to be unconscious and 
extremely irritable, as evidenced by constant crying and 
ceaseless co-ordinated but purposeless movements of the 
entire body. The pupils were widely and equally dilated. 
The skin of the face and neck was peppered with small 
spots of ecchymosis. Extreme hyperpnea was present, 
and the mucous membranes and skin were a brilliant 
red, bringing to mind the vivid scarlet of carbon-monox- 
ide poisoning. The child was soaked with perspiration. 
This critical picture persisted stubbornly in spite of all 
our efforts. Thirty-six hours passed before one could 
feel that recovery was assured. 

Treatment was based upon the concept that in salicy- 
late poisoning the basic assault is against the respiratory 
center and that it consists of a primary stimulation 
leading to respiratory alkalosis which is induced early 
and is maintained until elimination of the poison can 
occur. This takes place primarily through the kidneys. 
At some point, in the fatal cases at least, the alkalosis 
may be replaced by an acidosis. This poses a compli- 
cated clinical problem. 

Oxygen in high concentration was administered until 
consciousness returned. Two cubic centimeters of para- 
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thyroid extract were given at once to minimize tetany 
and avert convulsions. A high fluid intake was essential 
and, since it was not held by mouth, it was given by 
clysis, both intravenous and subcutaneous, as one- -half 
Ringer- lactate and one-half 5 per cent glucose in dis- 
tilled water. Included with the clyses were the soluble 
B vitamins and ascorbic acid. Vitamin K was given 
repeatedly to maintain adequate prothrombin levels and 
prevent hemorrhage. 

Shortly after the start of symptoms, the CO. com- 
bining power of the blood was 34 vol. per cent. The 
next morning it was 26. These results fitted the concept 
of respiratory alkalosis. Later, after the crisis was 
over, a value of 42 vol. per cent was obtained, which 
is normal in an infant. 

For several days all samples of urine were examined 
as to pH, the presence of ketone bodies and salicylates. 
At no time did the pH vary beyond the limits of 5 
and 6. This did not fit the concept of hyperventilation. 
Whereas consciousness returned early on the third day, 
salicylates continued to be excreted throughout the fifth 
d: ay and ketone bodies were constantly Present for an- 
other twenty-four hours. 

Urinary glucose was present in substantial amounts 
throughout the fifth day, and on the second day, while 
the patient was still unconscious and while large amounts 
of acetone were appearing in the urine, the blood sugar 
was 130 mg. 

Kidney irritation, as indicated by the presence of albu- 
min, casts and both red and white cells, persisted until 
shortly before the patient was discharged on the eighth 
day. However, blood pressure and urea nitrogen values 
were normal. 


The thirty-six-hour period from the beginning until 
the end of unconsciousness was as packed with confused 
anxiety as any I shall remember. Presumably the pa- 
tient was in alkalosis, but clinically she looked like a 
person in severe acidosis. What tests were done car- 
ried no conviction either way and could not, even though 
it had been possible to regard them as anything more 
than a static measurement in a rapidly changing se- 
The possibility of an irreversible and fatal 
upset in acid-base equilibrium seemed constantly present, 
but whether alkalosis or acidosis was most to be feared 
was totally unclear. And that seems to package neatly 
just about all that can be gleaned, of immediate clinical 
value, from the vast accumulation of data dealing with 
fatal salicylate poisoning. 

In a large percentage of the fatal cases the actual 
cause of death has been obscured because of the pres- 
ence of some previous organic disease. Perhaps we 
owe our good fortune here to the fact that our patient 
was so young and so organically sound. 

Experiences such as this, and they are not rare, bring 
into sharp focus a neglected responsibility of the medical 
profession to make the lay public aware of the dangers 
in half-emptied aspirin bottles just lying around—just 
lying around (that is) where children run around. 


quence. 
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NOTES ON THE HISTORY OF MEDICINE IN WASECA COUNTY 
PRIOR TO 1901 


B. J. GALLAGHER, M.D., and J. F. LYNN, M.D. 


Who owned the land that is now Waseca County, in fact all of Minnesota west 
of the Mississippi River, previous to the coming of the first white settlers? Of 
course, the United States acquired it from France in the Louisiana Purchase in 
1803, but it is not likely that the Indians who lived here ever heard of the Louisiana 
Purchase, nor even of France. They must have considered that they owned it. 
The Federal Government paid at least lip service to this claim in 1851 when, at 
Traverse des Sioux and at Mendota, treaties were made with the Indians by which 
for an eventual payment of two cents* an acre, they gave up millions of acres of 
excellent land, and consented to move west to reservations along the Minnesota 
River. After the treaties were ratified, land offices were opened and the land 
between the Mississippi and the reservations was legally opened to settlement. The 
lands in southeastern Minnesota closest to the Mississippi naturally were settled 
first, but by 1853 there were settlers along the Straight River at the site of the 
present city of Owatonna. For a wonderfully comprehensive history of the process 
of settlement of southeastern Minnesota during 1851 and after, as well as the 
early history of medicine in Minnesota, the reader is referred to the articles by 
Nora Guthrey, which ran serially in Minnesota MepictNE from 1945 to 1951, on 
the “History of Medicine in Houston, Fillmore and Olmsted Counties Prior to 
1900.” 

Previous to February 20, 1855, the western two-thirds of what is now Steele 
County and all of what is now Waseca County formed part of Rice County. On 
that date Steele County was created by the Territorial Legislature. The territory 
embraced in the new Steele County consisted then of all the present Waseca County 
and the western two-thirds of the present Steele County. The eastern one-third 
(present east tier of four townships) of Steele County was then a part of Dodge 
County. Owatonna was then only one or two years old, and was the county seat, 
but was unfavorably located to retain this position as it was very near the eastern 
border of the county. In February, 1856, the Territorial Legislature detached the 
western tier of townships from Dodge County and made them a part of Steele 
County. On February 27, 1857, an act was passed by the legislature creating 
Waseca County by cutting off from Steele County a strip eighteen miles from 
east to west. This resulted in the three counties of Dodge, Steele and Waseca, all 
of equal size, eighteen miles from east to west and twenty-four miles from north 
to south. It also assured to Owatonna the retention of the county seat of Steele, 
since it was now more nearly in the center. Strangely enough, many of the com- 
paratively few settlers in the new county of Waseca were not in favor of the new 
arrangement because, besides being the most sparsely settled, a considerable portion 
of the new county (about one-fifth) was in the Winnebago Indian Reservation 


*The treaty stipulated 10c per acre. 
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and therefore not open to settlers.** The settlers were not anxious to take over 
the expense of starting a new county while the population was so small. 

The county seat was located at Wilton until such time as an election could be 
held. The Territorial Governor (Gorman) appointed three commissioners, a 
sheriff, a register of deeds, and two justices of the peace to serve until the first 
election. There were of course as yet no townships, but five voting districts were 
set up and an election was held on the first Monday in June, 1857. At this election 
a full slate of county officers was elected and Wilton, the largest village in the 
county, was chosen as county seat. The town of Waseca was not to come into 
existence until ten years later, in the fall of 1867, when the Chicago and North- 
western Railroad reached that area. Wilton was four and a half miles southwest 
of Waseca, and since the railroad missed Wilton, Waseca quickly outgrew it. In 
1869 another election was held and Waseca became the county seat. During the 
next few years the old town of Wilton gradually went out of existence. 

The first settler in the present Waseca County (then still a part of Rice County) 
was Mr. Asa G. Sutlief, who came with his wife and two children in a covered 
wagon in August, 1854. With him he had sixty sheep and about thirty head of 
cattle. Three hired men accompanied him. He had the choice of any land that he 
wanted. He selected some land on a bend of the Le Sueur River, at a point about 
four miles south of the site, also on the river, which within a year or two was to 
become the village of Wilton. One speculates that he selected this site because it 
had water and wood and an abundance of rich prairie land to the south and west. 
He erected a cabin, broke up a few acres of sod, put up some hay and hired a 
man to stay there to care for the stock. In November he and his family returned 
to Wisconsin. He came back in January of 1855, his family joining him later in 
the year. During 1855 and especially during 1856, many more settlers came and, 
as previously stated, in 1857 the County of Waseca was set off from Steele County. 

The Winnebago Indians were not as warlike as the Sioux and did not join in 
the outbreak against the white settlers in 1862. Nevertheless, the Government 
moved them west to Montana in 1863.+ That part of Waseca County which had 
been in the reservation, was then thrown open to settlement. Many new settlers 
came from Wisconsin and other places that year. The early settlers in the county 
were largely German, Norwegian, Swedish and Irish, with a good sprinkling of 
“Yankees” from New England and other places in the east. 


Medical History 


A state territorial medical society was organized in 1853 but held only two 
meetings. It was reorganized in 1856, but seems to have folded up again. The 
present State Medical Society was organized (or reorganized) in 1869. Before 
that there was no medical practice act, and anyone who claimed to be a doctor 
was not disputed. On March 4, 1869, the legislature passed a lax medical act 
requiring a diploma as evidence of fitness to practice medicine, but at that time 
there were many homeopathic and eclectic as well as regular (allopathic) schools 
aut associations, which could and did issue diplomas freely. Often the diploma 
did not signify much training or capacity to practice medicine. As the act seemed 
to‘compound the evil it was repealed in a year or two. Then in 1883 the first real 
medical practice act was passed and under it the Board of Regents of the University 
was the medical board. Licenses, to the number of 1501, were granted by this 


**The Indian Reservation covered two whole townships and part of two other townships. 


+The movement started officially on May 9, 1863, with three steamers taking the Indians 
as far as Fort Snelling. There they graduz ally moved to the region of Omaha. This is not 
perfectly certain, however. 
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Board, 1325 of them to holders of diplomas from recognized medical schools, 33 
after examination and 143 by “Exemption Certificates,” these doctors having 
produced evidence that they had practiced in Minnesota for five years or more 
prior to the passage of the act. 

In 1887 a new act was passed providing for a nine-man examining board, as 
diplomas from supposedly reputable schools were often held by incompetent men. 
In and after 1887 new applicants for licenses had to take an examination, except 
that a few who had not complied with the law of 1883, but had five or more years 
of practice were licensed “by exemption.” + 

In 1890, after this Board had been functioning for three years, it published an 
“Official Register of Minnesota Physicians, 1883-1890” listing all doctors in active 
practice at that time. It gave the number of each man’s license, by what method he 
was licensed, his school, date of graduation, whether “regular” or “homeopath” 
et cetera, as well as the date his certificate was issued. The following doctors were 
listed as practicing in Waseca County, during at least some part of that time 


(1883-1890) : 


License No. Name School of Practice Location 
381 Christie, Geo. Regular Waseca 
787 Craig, R. O. Regular Janesville 
380 Cummings, Damon S. Regular Waseca 
1119 Hubbard, Wm. E. Regular Waseca 
511 Hunt, M. V. Regular Waseca 
(listed as having left the state recently) 
1053 Hutchinson, A. M. Homeopath Waseca 
(listed as having moved from state) 
796 Lang, Wm. A. Regular New Richland 
746 Remington, Chas. I. Regular Alma City 
1317 Swartwood, Frederick A. Regular Waseca 
549 Taylor, Martin J. Regular Janesville 
Exemption Young, H. J. Regular Waseca 


Under this act of 1887, it was also required that each doctor register his license 
certificate with the Clerk of Court in the county where he practiced. This apparently 
was not universally done at first as the names of at least three or four doctors who 
are known to have practiced in Waseca County are missing from the following 
list, procured from the records of the Clerk of Court up to and through 1900: 


Date of Filing Doctor’s Name Date of Certificate 
12- 5-1883 Damon S. Cummings 11-24-1883 
1- 2-1884 M. V. Hunt 12-28-1883 
1- 2-1884 Martin J. Taylor 12-31-1883 
1-26-1884 Charles Remington 1-16-1884 
4- 5-1884 David W. Horning 1-28-1884 
4-14-1884 William A. Lang 
6- 5-1884 John Nutting 
5-15-1885 Attila M. Hutchinson 
3- 8-1887 Frederick A. Swartwood 
3-19-1888 Eugene Hubbel 
7-12-1890 Frank W. Green 
6-10-1892 Fred N. Hunt 
10-18-1892 Joseph Parker Corry 10- 7-1892 
5- 3-1893 Clinton F. Cook 7- 8-1892 


{The law provided that the applicant present satisfactory credentials of having graduated 
from a reputable medical school and proof of having practiced in the State of Minnesota 
prior to July 1, 1887. The period of five years’ practice may have had a part in granting a 
license though the law does not mention it. 
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7-12-1894 James B. Lewis 11- 7-1885 
7-23-1894 Delos Dewitt Smith 7-10-1894 
8- 6-1895 Edwin J. Batchelder 10- 6-1895 
5-11-1896 James H. Bowers 3-30-1885 
6-17-1896 Franklin T. Poehler 6- 9-1896 
7-28-1896 H. P. Dredge 6- 9-1896 
No Date C. E. Backman 4-14-1896 
3-10-1896 Dennis J. McMahon 1-14-1896 
7- 8-1899 Wm. Davidson Rea 6-16-1898 
8-15-1899 Wm. A. Chamberlain 3-15-1883 
8- 7-1900 L. E. Kuchenbecker 10-12-1893 


The following doctors are known to have practiced at the time or after the 
time of the law of 1887, but apparently never registered with the Clerk of Court: 


R. O. Craig W. L. Sterns 
Henry J. Young J. A. Reynolds 
George Christie Wm. E. Hubbard 
R. N. Sackett Norman C. Davis 


The following doctors are known to have practiced in the county and either 
died or left the county, previous to the medical practice act of 1887: 


William Murphy H. T. Cobb 

M. S. Gove L. D. Pierce 
B. M. J. Conlin L. D. McIntosh 
Jacob C. Brubaker Dr. Palmer 

F. C. Peck 


Some who practiced previous to 1901 and were still in practice in the county 
after 1901 registered later and are as follows: 


6-16-1902 James F. Lynn 10-11-1900 
6- 1-1909 J. J. O'Hara 10-11-1898 
5-16-1917 Henry G. Blanchard 6-10-1897 


Undoubtedly there were many practitioners of one kind and another who came 
and went in the early years of whom there is no record available. The early 
settlers were glad to avail themselves of anyone who thought he could help and 
was willing to try. 

The charter of the present Waseca County Medical Society is dated 1904. How- 
ever, the June 16, 1869, issue of the Waseca News contained the following article: 


Medical Society 


“Doctors Craig, McIntosh, Brubaker, Young and Gove met at Waseca, June 5, 1869, and 
organized a medical association, to be known as the Waseca County Medical Society. Dr. 
R. O. Craig of Janesville was elected president, and Dr. D. L. McIntosh of Waseca was 
elected secretary. Drs. Gove and McIntosh were elected delegates to the State Medical Society. 
The association adjourned to meet the first Tuesday in July.” ; 


How long this society existed is not known, but apparently it quit functioning 
long before 1904. If others existed in the interim no mention has been found 
of them. 

Many of the doctors belonged to the Minnesota Valley Medical Society, which 
was organized in 1881, and the Southern Minnesota Medical Society which started 
in 1892. They merged in 1913 as the present existing Southern Minnesota Medical 
Society. 

No regularly established hospital is known to have existed in the county until 
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February, 1922, when the Waseca Memorial Hospital, newly constructed, was 
opened for occupancy with a capacity of twenty-five beds and ten bassinets. For 
a few years before that local doctors occasionally took patients to the Owatonna 
City Hospital for operation. After about 1884, when surgery began to develop, 
surgeons from out of town, usually Mankato or Rochester, sometimes were called 
in for emergency operations in the home or in the doctor’s office. 

The first regular physician in Waseca County has always been said to have been 
M. S. Gove, who came to Wilton in 1858, and who died in Waseca in 1874. How- 
ever, William Murphy came to Wilton in 1857, in poor health, and he died early 
in 1859. He probably never practiced very much and is known to have taught for 
a time in a private school, the “Wilton Seminary,” which opened in 1858 and 
closed for all time in 1861. The biographies of the doctors, such as are available, 
are listed below in alphabetical order : 


Clarence E. Backman, a homeopathic physician, was graduated from Barnes 
Medical College, St. Louis, in 1894. His certificate to practice in Minnesota was 
dated April 14, 1896. He was in Waseca for a year or two after that, but by 1898 
he had moved to Minneapolis, where he had an office at 2423 Central Avenue N.E. 
He was there until about 1902, when he located in Evansville, Douglass county. 


Edwin J. Batchelder was born in Osceola, Wisconsin, April 17, 1866. The 
family moved to Stillwater, Minnesota, when he was a small boy. His father was 
a boat builder and as a boy in the grades the young Ed had to go right home after 
school, change his clothes, go down to the boatyard and spin oakum. As he got older, 
he spent his summers painting boats. Later, after some college work, he taught 
Latin in the Stillwater High School, from which he had graduated earlier. He 
studied medicine at the University of Minnesota, graduating in 1895. At one time, 
during his student days, he won a set of books donated by the Mayo Brothers as 
a prize in surgery. 

He started practice in New Richland, Waseca County, in the fall of 1895, and 
spent all but the last two years of his life there. In 1898, he was elected Coroner 
and several times he was president of the Waseca County Medical Society. 

A few years after coming to New Richland he married Miss Lillie Lofty of that 
town and they were the parents of two daughters. The older one, Alice, became 
a medical technician and worked in hospitals in Memphis, Tennessee, and Newark, 
New Jersey. She married Lester Johnson, a chemical engineer, and they have 
two boys and one girl. They live in Loripoc, California. The younger daughter, 
Helen, married Robert Fisher of Anderson, Indiana, and they have three daughters. 
Mr. Fisher is with an advertising agency in New York City, and they live in 
Plainfield, New Jersey. 

In 1918 Dr. Batchelder moved to Minneapolis, where he became associated in 
practice with Dr. F. W. Schlutz, an old New Richland boy, who was then an 
eminent children’s specialist on the faculty of the University of Minnesota. Dr. 
Batchelder died after a short illness on September 30, 1920, at Abbott Hospital, 
Minneapolis. He was buried at Stillwater, Minnesota. 

He was so well thought of at New Richland that twenty years after he left 
there and eighteen years after his death, a memorial service was held in the High 
School Auditorium, on December 29, 1938. A beautiful bronze memorial plaque, 
bearing a portrait of the Doctor and a suitable inscription, was presented to the 
echool by the citizens of the town. The New Richland Star at that time said “Dur- 
ing his stay in New Richland, Dr. Batchelder became the true and trusted friend 
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of every one with whom he came in contact. He typified all that was good and 
noble in the role he played as family physician.” 

After Dr. Batchelder’s death, Mrs. Batchelder taught piano in the MacPhail 
School of Music, Minneapolis, for fifteen years. Now (1952) she lives in Bound 
Brook, New Jersey, where she has taught music since 1937. 


J. P. Berrington’s card first appeared in the Waseca paper on October 25, 
1871, stating that his office was in his house at Wilton. This was two years after 
Wilton lost the County seat and Dr. Gove moved into Waseca. His card appeared 
for the last time on April 1, 1874. Nothing more is known of him. 


Henry G. Blanchard, who died April 13, 1945, at the Fairmont Community 
Hospital, the institution he had helped to found in 1937, had a lifetime of pioneer- 
ing in southern Minnesota. The doctor’s parents, Gustave and Anna Marie 
Blanchard, natives of Switzerland, the father of French ancestry and the mother 
of German, arrived in southeastern Minnesota in the late 1850's, just as the state 
was emerging from a territory into statehood. They were married before emigrat- 
ing to America. For a short time they stopped in Ohio, then pushed on across the 
Mississippi and established themselves in Winona County. There their son, Henry, 
was born April 17, 1868. 

There were twelve children in the Blanchard family of whom the doctor was 
the eighth. In early life, he became familiar with all the hard work incident to 
pioneer life and the development of a farm from wilderness soil. He attended 
rural schools in Winona County, also in Cass County, North Dakota. Some of the 
terms were in a little log school house, and he remembered best the famous Blue 
Back Speller of that era. Later he attended the Winona High School and in 1893 
obtained his B. S. degree at the University of North Dakota. He then attended the 
University of Minnesota, where he was awarded the degree of Doctor of Medicine 
in 1897. He first practiced at Hutchinson, Minnesota, then settled in Waseca in 
1899 and practiced there for nearly three decades. Not until 1920, did Dr. Blanch- 
ard take a vacation, when he turned over his practice to Dr. Miller and spent a 
year in California. He and Dr. Miller then entered into partnership in Waseca. 
They went to Fairmont in 1928 and with others organized and built the Fairmont 
Clinic and Hospital, now the Community Hospital. With this institution Dr. 
Blanchard was associated the remainder of his life. 

He was a member of the Blue Earth Valley, the Southern Minnesota, the Min- 
nesota State, and the American Medical Associations. In the first World War, he 
volunteered in the Medical Corps in which he held a reserve commission, but was 
not called to active service because of the great need for his services on the home 
front. He was the medical examiner of the Waseca County Draft Board for a 
time. At Waseca he held many positions of official trust and responsibility and was 
the first citizen to own and drive an automobile. 

The marriage of Dr. Blanchard and Miss Katherine Kiesler occurred at Hutchin- 
son, Minnesota, June 25, 1902. They had a son, George H. Blanchard. Mrs. 
Blanchard’s death occurred September 25, 1940. 


Funeral and burial of Dr. Blanchard in Fairmont’s Lakeside Cemetery took 
place the day before the doctor’s seventy-seventh birthday, on April 16, 1945. He 
was a Democrat in politics, and was affiliated with the Episcopal Church. Dr. 
Blanchard was one of the kindliest, most considerate of men—qualities that en- 
deared him to all. 
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James H. Bowers filed his medical certificate, which is dated March 30, 
1885, with the Clerk of Court in Waseca County on May 11, 1896. He was a home- 
opathic physician and apparently did not stay in Waseca very long. The notes on 
the “Medical History of Nicollet County,” in the May, 1949, issue of MINNESOTA 
MEDICINE, has this brief account of him: “James H. Bowers was graduated from 
the Chicago Medical College in 1885. He practiced homeopathy, locating in St. 
Peter in May 1891, and remaining until January 1894, when he moved to Renville, 
Iowa. From 1897 to 1899, he was in Owatonna.” It seems probable that he moved 
to Owatonna after about a year in Waseca. Nothing more is known about him. 


Jacob C. Brubaker was born December 25, 1834, at Lancaster, Pennsylvania. 
His parents came to Minnesota in 1857 and settled at Wilton. He did not come 
at that time as he was a medical student, or had just graduated. In 1861, at the 
start of the Civil War, he was practicing in Richmond, Virginia. He was given the 
choice of joining the army as an army surgeon or going to Libbey prison. He 
joined the army. Just when he came to the west is not known; but he practiced at 
Alta, Iowa, at one time, probably before coming to Waseca. He came to Waseca 
in July, 1868, and was married there in 1876 to Miss Lallie Smith. They had twin 
sons, Roy and Guy. Roy is thought to be still living (1952) in California; Guy 
died a few years ago. 

While in Waseca, Dr. Brubaker owned a drug store, too, on the site of the 
Waverly Hotel building. He left Waseca in 1879 or 1880 and went to Germany 
to specialize in gastrointestinal diseases. He was there for about two years, but 
never returned to Waseca. In 1898, he was known to be running a private hospital 
in Chicago and specializing in stomach disorders. About 1907 he moved to Colorado 
Springs where he died in 1912. He is buried there. 


William A. Chamberlain was born in 1853 at Putney, Vermont, the son 
of William Merritt Chamberlain (born at Brattleboro, Vermont) and Sophia Kelly 
Chamberlain (born at Chesterfield, New York). He graduated at Rush Medical 
College in 1882. 


He was written up in the Winona County notes on Medical History in the 
June 1940 issue of Minnesota Mepicine. “William A. Chamberlain graduated 
at Rush Medical College in 1882. He located at St. Charles, Minnesota in Febru- 
ary of the same year. In January 1883, he purchased a stock of drugs, then ten 
months later, he moved to Winona to engage in the drug business. He continued 
his store in St. Charles under a manager and introduced Dr. Knapp of Maine as 
a successor to his practice there.” Later, he moved back to St. Charles. He is 
referred to also in Nora Guthrey’s notes on Olmsted County as one of the two 
doctors from nearby towns, who on one occasion took over the practice of Drs. 
Will and Charlie Mayo for a few days on some rare occasion, when both were 
away at the same time. He was president of the Winona County Medical Society 
in 1896. At one time he was mayor of St. Charles. He was married while there 
and had one son, who died at the age of twerty-two months of spinal meningitis. 

In 1898, he moved to Waseca, where Mrs. Chamberlain died on March 16, 1925. 
She was buried at St. Charles. 

He was an unusually studious and well read man. His advice was often sought 
by other doctors in consultation. He was not too interested in carrying on an 
extensive practice and every year or two went away to take a short course of 
some kind or visit clinics, usually in the east. He was a great writer, and wrote 
five books, though only one was published. It was a large volume of four or five 
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hundred pages, written for use in the home by the public. The title was “A Guide 
to the Prevention of Disease and the Preservation of Health.” It contained a 
description of the various diseases with home treatment which he recommended. 
This was mixed with a great deal of philosophy and wit and humor of his own, 
which added great spice to the reading. 

While at Waseca he was for many years associate surgeon for the Chicago and 
Northwestern Railway. During the last few years of his life his health failed 
considerably due to gall bladder disease and common duct obstruction. In Sep- 
tember of 1930, he decided to retire and return to Vermont where he had a sister 
and two brothers still living. On the morning of September 27, 1930, he was found 
dead in a berth on a Boston and Albany train, near Pittsfield, Massachusetts, his 
death being ascribed to coronary thrombosis. He was buried at West Brattleboro, 
Vermont. 


George Christie graduated from the University of Michigan in 1882, and 
was practicing in Waseca by 1883. He was not married. He was a brother of 
Father Christie, who was pastor at Sacred Heart Church, Waseca, from about 
1876 to 1890. When the diocese of Winona was started, being cut off from the 
diocese of St. Paul in 1890, Father Christie became pastor of a church in Minneap- 
olis, later becoming Archbishop of Portland, Oregon. Dr. Christie moved to 
Minneapolis in 1890 and took up the practice of medicine there. Nothing more is 
known of him. ‘ 


H. T..Cobb of Vivan Township is referred to in Child’s History for 1875 
as a member of the Central Committee of the Reform Party, which was being 
promoted at that time. He is not on the 1886 or 1890 list of doctors in Waseca 
County, but he is known to have practiced in Janesville for a few years, probably 
in the early 1880’s. Nothing further is known about him. 


B. M. J. Conlin is known, mainly, as the first mayor of New Richland, 
when that village was organized. The first Council Meeting was held on March 
15, 1878. The village was started late in 1877 upon the arrival of the Minneapolis 
and St. Louis Railroad from Minneapolis. Apparently Dr. Conlin was in New 
Richland only two or three years but in September, 1927, when the town celebrated 
its fiftieth birthday, he was located in Los Angeles and invited to the party. He 
did not come because of his age, eighty years, but sent a very gracious telegram. 
A special edition of the New Richland Star, on September 22, 1927 says: “Fifty 
years ago, Dr. B. M. J. Conlin, a young man, came to New Richland and was 
elected the first mayor. Two weeks ago we located Dr. Conlin again. He is living 
in Los Angeles. We sent him a telegram asking him to be present at the Golden 
Jubilee Celebration. Last week we received a message from him regretting his 
inability to be here, but expressing his appreciation of the invitation. Dr. Conlin 
now is eighty years old. Just two weeks ago, his wife, after Visiting relatives in 
Freeborn for a month, returned to California. She said in spite of Dr. Conlin’s 


advanced years he was well and enjoying life. Those who remember him say that 
he was the ‘Beau Brummel’ of the village fifty years ago, that he was very progres- 
sive, handsome, a good dresser and that there was no doubt as to his medical 
ability.” It is thought that Dr. Conlin died in Los Angeles a few years later. 


Clinton T. Cook graduated from Rush Medical College in 1890. His 
certificate to practice is dated July 8, 1892 and he filed it with the Clerk of Court 
in Waseca on May 3, 1893. He came to New Richland about that time from the 
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Asbury Hospital in Minneapolis, where he may have been interning. Apparently 
he was at New’Richland for only one or two years, but he is listed in an old New 
Richland paper as having been a member of the City Board of Health about 1894. 
Nothing more is known about him. 


Joseph Parker Corry was born at Alexandria, Virginia, on February 2, 1856. 
He graduated from Bennett Medical College in Chicago in 1892 and began the 
practice of medicine in Janesville, Minnesota, in 1892. In 1894 he was a candidate 
for coroner and in 1896 for County Superintendent of Schools, each time on the 
Populist Ticket. At one time he practiced in Chicago on Bryant Place for about 
three years, the exact time not known, possibly from 1898 to 1901. In any case 
he was in Janesville for three or four years previous to 1904. In that year Dr. 
J. J. O'Hara moved from Alma City to Janesville and Dr. Corry moved from 
Janesville to Alma City where he ran a drug store and continued the practice of 
medicine. He died at Alma City in June 1912. 


Robert Orr Craig was a native of New York state, born in 1834. He 
studied medicine at Ogdensburg, graduated at Albany, New York, Medical Col- 
lege. He practiced medicine in that city one year, then served as assistant surgeon 
in the United States Army for five years on the Pacific Coast, and was appointed 
surgeon of the 10th New York Infantry in 1861. He served until the end of the 
war. He moved to old Janesville, then called Peopolis, in 1866 to practice medicine. 
In 1869, when the Winona and St. Peter Railway (now the Chicago and North- 
western) reached the Janesville area it did not pass through the old town, so a 
new town, the present Janesville, was started about one and a half miles southeast 
of the old site, which was abandoned. Dr. Craig and everyone else moved to the 
new town. He started a drug store, in partnership with Mr. J. O. Chandler who 
had a general store. He served as County Superintendent of Schools in 1868-1871, 
and was for several years a county commissioner. He was State Senator in 1883, 
1885, 1891 and 1893. He married Miss Lamb, sister of Honorable M. H. Lamb 
of Alton Township. They had no children, but at various times made a home for 
five of Mrs. Craig’s nieces and nephews. 

He was an active member of the G.A.R. and was prominent in all public affairs. 
He had the confidence of the people of Janesville to a marked degree and was 
worthy of it. An old resident has written : 


“Dr. Craig was much respected and gained a reputation for wisdom, by remembering 
‘Speech may be silver, but silence is golden.’ My father and Dr. Craig served together on 
the Township Board and Father used to tell how it was as hard to pry an opinion out of 
the Doc as to dig a rock out of the road.” 


Although a veteran of all of the years of the war (Civil) Dr. Craig would never 
take a pension because he thought it should be used for those who needed it more. 
He died at Janesville in 1907 and is buried there. 


Damon Sprague Cummings was the son of Damon J. Cummings, one of the 
pioneer physicians of Hastings, Minnesota. Dr. Cummings was born in Otsego 
County, New York, November 17, 1850. When he was six years old his parents 
came to the territory of Minnesota and became residents of Hastings. He attended 
the public schools there, spent one year at Shattuck Military School, Faribault, 
studied two years at Cooperstown, New York Academy, took a course in medicine 
and surgery at Ann Arbor University, and graduated at the Northwestern College, 
Chicago in 1876. He practiced medicine for a time with his father in Hastings, 
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then came to Waseca late in 1876 and enjoyed an extensive practice during his 
lifetime. He was County Superintendent of Schools, Mayor of Waseca for sev- 
eral terms, during which time the water and light system was installed. For many 
years he was president of the Board of Education. He was a man of public spirit 
and marked ability. 


For years he was the local surgeon for the railroad companies. His capacity for 
hard work seemed to be unlimited. He married Miss Mattie Ward in October, 
1897. They were the parents of two boys, both of whom are doctors. The elder 
of the two, Damon W., is practicing now in the Medical Department of the Veter- 
ans Administration at Phoenix, Arizona. The younger son, William G., specializes 
in obstetrics and gynecology. He is on the staff of Northwestern Medical School, 
and is on the staff of a clinic at Winnetka, Illinois, where he lives. 


Dr. Cummings died of heart trouble at St. Luke’s Hospital in Saint Paul on 
December 25, 1910, and he is buried in Woodville Cemetery, Waseca. Mrs. Cum- 
mings is living in Waseca, and is one of its most gracious ladies. 


When Dr. Cummings died in 1910, the Minnesota Valley Medical Society, then 
still in existence (until 1913), drew up a resolution, part of which is quoted here: 


“The Minnesota Valley Medical Society desires to express its deep sense of the loss 
sustained by the profession of Southern Minnesota through the untimely death of one who 
as a charter member, its one time secretary, and a former president, was ever faithful and 
zealous in the discharge of all professional duties, and place on record this memorial of his 
worth as a citizen, and his great ability as a physician and surgeon. 

“Throughout the many years of his residence at Waseca wherein was comprised the greater 
portion of his active life and labors, Dr. Cummings occupied a most enviable position in the 
estimation of the entire community, the memory of which time will not efface. Never a seeker 
for place or power, and by disposition the most modest of men, he, nevertheless, entered with 
enthusiasm into whatever made for the lasting benefit of the community he loved so well. 
When called upon, as he frequently was, to occupy positions of public trust, he brought to 
the discharge of his official duties the same care and thoroughness that characterized him in his 
professional relations, a broad and comprehensive grasp of whatever situation confronted him, 
and a judgment born of ripe experience. Thus gifted and beloved, possessing the confidence 
and the respect of all, he filled the measure of his days with service to his fellowmen, and 
gave of his time and energy in large and generous measure for the public good.” 


Norman C. Davis is listed in an 1886 directory as a physician in Janesville. 
His name is not on the 1890 nor the 1893 list. The “History of Medicine for Brown 
County,” Minnesota Mepicrine, April 1941 says: 


“Dr. N. C. Davis graduated from the College of Physicians and Surgeons, and after one 
year in Sleepy Eye, he moved to Pipestone, where he practiced until his death in 1931.” 


Where he was between the time he left Janesville (late in the 1880’s) and the 
time he started practice in Sleepy Eye is not known. He was a physician of the 
regular school. 


(To be continued in July issue.) 
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President's Letter 


CHILD HEALTH IN MINNESOTA 


Efforts to improve Minnesota’s excellent record of child health must take into 
account the startling fact that more childhood deaths are caused by accidents than one 
by any disease. babi 


It is possible to rationalize this fact in terms of medical progress, which has h 
brought most infectious diseases of children under control, thus permitting acci- less 
dents to take precedence in the mortality records. But recognizing that advance- char 
ment in one field means an increasing problem in a related area obviously does not 


: ; ; . are 
contribute materially toward solving this subsequent problem. 


best 

A recent report by the Minnesota Department of Health showed that, in Minne- that 
sota, accidents are responsible for three times as many deaths as were caused by Ab: 
all communicable diseases in 1951 and that accidents are the leading cause of to b 
death between the ages of one and thirty-five in this state. * 


Tuberculosis—a half century ago the leading cause of death in Minnesota, and side: 
the rest of the nation as well—has dropped from the list of ten leading causes of 
death in Minnesota. And pneumonia, once a common cause of fatalities, has 
yielded to new methods of treatment to the exterit that deaths due to pneumonia 
have decreased 75 per cent. Communicable diseases are no longer the dread the 
scourges that they were fifty years ago. The over-all record for reduction of deaths leart 
due to disease shows that it has been twice as great as that for reduction in deaths will. 
from accidents. or p 
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Physicians must aid in the important educational programs that are being intro- lor t 


duced to curb this dismaying death toll. In 1951, a total of 1,804 accidental deaths mad 

occurred in Minnesota. Twenty per cent of these deaths were persons under the have 

wae wanted 

age of twenty. 7? 
Motor vehicle accidents lead the accident mortality list ; therefore our educational Ne 

efforts must be directed primarily toward prevention of these. Drownings, burns baby 

and accidents with firearms rank next in order. thor; 


these 


Obviously, these are preventable deaths. No miracle drugs or new surgical 
techniques are needed to control this public health problem. It is a matter of So 
educating parents and children, of focusing public attention on water, traffic and 
other hazards so that these may be eliminated or minimized and of enforcement of 
applicable regulations. 
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A PLEA FOR CONTINUED IMPROVEMENT 
IN ADOPTION PRACTICES IN MINNESOTA 


NE of the fundamental objectives of any 

married couple is to raise a family. When, 
for various reasons, some couples are unable to 
have children of their own, they may turn to any- 
one who can provide them with one or more 
babies. 

In the past fifty years methods whereby a child- 
less husband and wife could obtain a baby have 
changed. It is now the opinion of all those who 
are interested seriously in the problem that it, is 
best done by means of a public or private agency 
that is approved by the state for placing the child. 
A baby obtained from such a source is most likely 
to be in good health and not mentally retarded. 

Use of these approved agencies ensures con- 
sideration of the following vital factors: (1) ade- 
quate information is available regarding the 
youngster’s parental history; (2) the real and 
the adoptive parents will never know each other or 
learn the whereabouts of each other ; (3) adoption 
will not later be disputed legally by the real parent 
or parents ; (4) the adoptive home will be suitable 
for the baby; (5) adequate follow-up visits will be 
made to be sure the adoptive parents and the child 
have been matched properly and (6) the costs will 
be reasonable. 

None of thése advantages are present when a 
baby is secured privately or through an unau- 
thorized agency. Costs of obtaining a baby under 
these circumstances may be exorbitant. 

So-called black or gray markets for babies exist 
in several parts of the country, chiefly near large 
cities. They flourish for two reasons: (1) the 
demand for babies exceeds the supply and (2) 
prospective adoptive parents do not wish to under- 
go the long period of waiting often necessary 
when infants are obtained from an approved 
agency. Workers in the Division of Social Wel- 
fare and others concerned with the problem are 
of the opinion that few of these markets exist at 
present in Minnesota. 

Many states have laws regulating not only adop- 
tion but placement of infants as well. Minnesota 
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has such laws. Section 257.03 from Minnesota 
Statutes 1949 Annotated is as follows: 


“Notification of Director of Social Welfare—When 
any person, group of persons, organization, association or 
society shall place or assist in placing a child in a private 
home, not licensed as an infants’ home, for the purpose 
of providing the child with a permanent home or for 
adoption, the person or those responsible for the placing 
of the child shall as soon as possible and not more than 
30 days after the child is so placed notify the director of 
social welfare, in writing, giving the name and address 
of the child, the name and address and relationship to the 
child of the person or persons with whom the child has 
been placed together with such other information regard- 
ing the child and his foster home as may be required by 
the director of social welfare.” 


Other parts of section 257 and also parts of 
section 259 and 144 concern adoption and adoptive 
procedures. 

This law is disregarded a number of times each 
year. Physicians are sometimes responsible for 
this failure to notify the authorities of placement 
of a child. In many instances this has been the 
result of ignorance of the law rather than of in- 
tent to break the law. Such omissions of notifica- 
tion always come to light when the petition for 
adoption is filed. All placements not made by the 
State Division of Social Welfare or by an author- 
ized agency for placement must be investigated 
when this petition is filed. Such petitions cannot 
be filed until the child has been in a home for at 
least six months. After a child has lived in a 
home for that length of time it is usually too 
late to do anything constructive if a mistake in 
placement has been made. The purpose of the 
Minnesota legislation is to prevent hasty or ill- 
advised placements from occurring at all. 

ven placements in boarding homes must be 
handled with some thought. In the past year in 
Minnesota, forty children were placed in boarding 
homes for temporary care and then subsequently 
were adopted by the boarding parents. 

The number of nonrelative and nonagency 
placements of babies has decreased a little in our 
state in the past three years. This is commendable. 
However, from July, 1950, to July, 1951, 11 per 
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EDITORIAL 


cent of petitions for adoption originated from 
sources other than those of relatives and ap- 
proved agencies. 


A recent letter from A. F. Angster, Chief of 
Child Welfare in the State Division of Social 
Welfare, stated that hasty or ill-advised place- 
ments have not been reduced during the past 
year; if anything, they have increased. 


In 1951, physicians were concerned in 38 of 
134 (or 28 per cent) nonagency and nonrelative 
placements in Minnesota. Physicians may have 
been concerned in some of an additional 28 place- 
ments, but data on this group are not available. 


It is the duty of the physician to be sure that 
the physical and mental status of a child who is a 
prospect for adoption has been evaluated correctly 
and approved. Though the physician may desire 
to help childless parents or a homeless child, he 
may have neither the time nor the technical soci- 
olegal experience to do so properly. It is the duty 
of approved agencies to make placements and to 
ensure that such placements are best from the 
standpoint of the adoptive parents and, what is 
even more vital, that they are best from the 
standpoint of the adopted child. 


Georce B. Locan, M.D., Chr. 
Committee on Child Health 
Minnesota State Medical 
Association 


MINUTE WOMEN 


i i IS a thrilling experience to hear Suzanne 
Silvercruys Stevenson, National Chairman of 
The Minute Women of the United States of 
America, Inc., speak on the need for the women 
of the country to organize for the defense of the 


freedom of America. To hear her is to be con- 
vinced of the need of combating communism and 
collectivism in general ; to carefully scrutinize the 
text books used in our schools; to prevent the 
publication and dissemination of literature intend- 
ed to undermine religion, the family as a unit, and 
patritoism, and to mislead youth on the subject of 
sex. 

It is said that a true appreciation of the value 
of liberty is attained only when that liberty is 
lost. This was the case with Suzanne Silvercruys. 
A native Belgian, caught by the rapid advance of 
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the German army in August, 1914, she knew the 
terror of living in an occupied country, where 
even footsteps on the street at night were terri- 
fying. She escaped at the risk of her life into Hol- 
land and thence to England and eventually to the 
United States. Always an admirer of our country 
and things American, she became a citizen thirty 
years ago. 


Being a sister to the present Belgian ambassador 
and in touch with politics and social legislation, 
she has seen more clearly than most native Ameri- 
cans the recent trend towards socialism and col- 
lectivism which has invaded our economy. It was 
she who was responsible for the getting together 
of 127 Connecticut women on September 22, 1949, 
to form the Minute Women of the United States 
of America, determined to demand economy, 
morality and efficiency in government and to pro- 
tect the freedoms guaranteed by the Constitution 
of the United States. 


Mrs. Stevenson has provided not only the spark 
that initiated the movement but has been the 
dynamo which has spread it into twenty-six states. 
She is at present flying all over the country to ad- 
dress groups of women and to stir them up to do 
their bit by joining The Minute Women. Numbers 
rather than money is the aim. Membership is 
$2.00 and a pledge to vote at each and every elec- 
tion. New members are urged to obtain five addi- 
tional members. New members receive a pin 
which they are urged to wear continuously. They 
also receive a monthly newsletter which contains 


informative material. 


Women, wherever located, are urged to form 
units for local action. Information may be ob- 
tained by writing to the national Headquarters of 
The Minute Women of the United States of 
America, Inc., R.F.D., North Windham, Connecti- 
cut, which is Mrs. Stevenson’s residence. Mem- 
berships, too, may be obtained direct by sending 
the fee of $2.00 to North Windham or to the 
treasurer of the Saint Paul Chapter, Miss Georgia 
Nichols, 775 West Cottage Street, Saint Paul. 


Here is a worthwhile, non-partisan organiza- 
tion, which welcomes members of all creeds and 
races who believe in God and want to preserve our 
freedom. We suggest a serious consideration by 
the various units of the Woman’s Auxiliary of 
the State Medical Association. 
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Registration figures for the ninety-ninth annual meet- 
ing of the Minnesota State Medical Association prove 
the outstanding popularity of the annual conventions 
for the medical profession of Minnesota. Some 1,798 
doctors registered at the Minneapolis Auditorium; 643 
nurses, dietitians, technicians, social workers and medical 
secretaries; 148 scientific exhibitors; 506 commercial 
exhibitors ; 268 woman’s auxiliary members; and 361 mis- 
cellaneous guests which include interns, graduate stu- 
dents, nursing trainees and other hospital staff and medi- 
cal staff and school members. The total registration fig- 
ure was 3,724. 

Scientific sessions, both special and general, were 
well attended, and doctors heard authoritative discus- 
sions by speakers well-known in their respective fields. 
Dectors and their guests heard ‘nformt've discussions 
by guest speakers on “The Induction of Labor,” Dr. 
Hugh G. Hamilton of Kansas City, Missouri, and Dr. 
Leon S. McGoogan of Omaha, Nebraska; “Clinical As- 
pects of Abnormal Small Intestinal Physiology,” Dr. 
Ross Golden of New York; “Practical Aspects of the 
Rh Factor,” Dr. Edith L. Potter of Chicago; “Carci- 
noma of the Cervix,” Dr. Richard W. Te Linde of 
Baltimore, Maryland; “Treatment of Convalescent Car- 
diac Cases,” Dr. Chester M. Kurtz of Madison, Wis- 
consin; “Some Recent Advancements in the Manage- 
ment of Hypertension,” Dr. Carleton B. Chapman of 
the University of Minnesota; and “Recent Advances 
in Research on Rheumatic Fever,” Dr. Lewis Thomas 
of the University of Minnesota. 

On Monday night, May 26, those attending the con- 
vention were guests of the Hennepin County Medical 
Society and the Minnesota State Medical Association for 
the Open House gathering. Schiek’s Sextette presented 
songs from “South Pacific.” The Minneapolis Star and 
Tribune’s “Parade of Personalities’—Cedric Adams, 
Victor Cohn, Sidney Goldish, George Grim, Mary Hart, 
Will Jones, Charles McFadden, Virginia Safford and 
Bernie Swanson, appeared in person to present a few 
remarks for the edification and entertainment of the 
medical profession. 


As usual, the annual banquet, on May 27, was a gala 
event. More than 400 doctors, doctors’ wives and guests 
were served and were kept entertained by a fine array 
of presentations of awards and excellent addresses. 


Presentation of gold pins and certificates to members 
of the “Fifty Club”—doctors who this year have com- 
pleted 50 years in the active practice of medicine—was 
conducted by, Dr. C. G. Sheppard, Hutchinson, Speaker 
of the House of Delegates. Awards this year were 
received by 20 doctors: Edmund W. Alger, Minneap- 
dlis; Nellie O. N. Barsness, St. Paul; Stephen H. 
Baxter, Minneapolis; Karl A. Danielson, Litchfield; 
J. M. Fisher, Willmar; Edward W. Humphrey, Moor- 
head; Wade R. Humphrey, Stillwater; Marius J. Jen- 
sen, Minneapolis; Adolph G. Liedloff, Mankato; T. P. 
Martin, Arlington; Oscar F. Mellby, Thief River Falls; 
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Edward A. Meyerding, St. Paul; Olof A. Olson, Min- 
neapolis; Matthias L. Ransom, Hancock; William B. 
Roberts, Minneapolis; J. Albert Schultz, Albert Lea; 
August C. Tingdale, Minneapolis; Henry L. Ulrich, 
Minneapolis; Henry J. Welles, Minneapolis; and Arthur 
B. Williams, St. Paul. 

The association’s distinguished service award and 
medal was presented by Dr. O. J. Campbell, Minneap- 
olis, Chairman of the Council, to Dr. William H. Condit, 
Minneapolis, for his many years of service to the as- 
sociation, as councilor, first vice-president and treasurer. 

The prize for the best scientific exhibit, a medal pre- 
sented for the Southern Minnesota Medical Association 
by its president, Dr. W. A. Merritt, Rochester, was 
awarded to Dr. Jane E. Hodgson of St. Paul for 
her outstanding exhibit on “Frog Test for Pregnancy.” 

allots were cast at the Auditorium for the prize to 
be given to the most popular piece of art displayed at the 
Physicians’ Hobby and Art Show. This prize went to 
Dr. J. L. Benepe of St. Paul for his painting “Mountain 
Evening.” 

The Hon. C. Elmer Anderson, governor, brought 
greetings to the Association, their guests and friends 
from the state administration. 

Dr. R. L. J. Kennedy, Rochester, in his presidential 
address, urged physicians to shed the prototypes the 
public has endowed them with and work diligently dur- 
ing the months and years ahead to balance the equation: 
human relations equal public relations. 

Dr. Kennedy described these prototypes in four dif- 
ferent categories: Dr. Kindheart, the good old-fashioned 
doctor who cured with a mixture of friendliness and 
folklore; Dr. Billyou, the mental banker, who drives 
a high-powered car, and when not performing unneces- 
sary and expensive operations, is available only at the 
country club; Dr. Germfree, the man in white, who is 
all science and no humanity and who dispenses a robot- 
like form of medical care; and hybrid of the last two: 
the society doctor who combines dollar interest and 
clinical competence. 

Dr. Kennedy urged doctors to do all they could to 
erase these erroneous conceptions of the doctor from 
the public mind. He asked if the profession had al- 
lowed the personal element in rélationships with pa- 
tients to be overshadowed by mechanical implementa- 
tion of technical knowledge and skill. He said, “May- 
be doctors never were like the public thinks they used 
to be, but couldn’t we annex some of its wishful think- 
ing and give the public a semblance of its 
—a modicum of sympathy, understanding 
personal interest?” 


own concept 
and sincere, 


Banquet guests heard the speaker of the evening, Dr. 
Martin Klotsch*, president of Wisconsin State Col- 
lege in Madison, describe one of the disturbing aspects 
of the contemporary scene as the steady pushing ahead 
of frontiers in the field of science while the gap is 
widening between this technological advancement and 
man’s adjustment to that achievement. 


5. 
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NINETY-NINTH ANNUAL MEETING 


Dr. Klotsche expressed a basic belief in the ability 
of Americans to narrow this dangerous gap in the 
fact that we have accepted the truth that every indi- 
vidual possesses dignity and worth and has the right 
to be considered a person at all times regardless of 
race, color, creed, economic status or political belief. 
He described the vast contrasts of America as an ad- 
vantage: “America is a land made up of many nation- 
alities, races, traditions and faiths. It was born in 
diversity and has prospered and grown because we have 
cultivated multiplicity. . . . The United States is large. 
It does contain multitudes. But it is this incorrigible 
pluralism that has given us such great vitality. This 
diversity confounds the stranger in our midst bewildered 
by the existence of persons of so many different races, 
nationalities and creeds. But to us this diversity is no 
problem at all. It is in fact our greatest asset.” 


Annual session business meetings were begun on May 
24 with the Council meeting. The Council also met 
daily during the convention. The House of Delegates 
met on May 25 and 26 for discussion of major policy 
decisions. New officers elected on May 26 were: 


President-Elect—Dr. O. J. Campbell, Minneapolis 

First Vice-President—Dr. Justus Ohage, St. Paul 

Second Vice-President—Dr. C. E. Merkert, Minneap- 
olis 

Secretary—Dr. B. B. Souster, St. Paul 

Treasurer—Dr. W. H. Condit, Minneapolis 

Speaker, House of Delegates—Dr. C. G. Sheppard, 
Hutchinson 

Vice-Speaker, House of Delegates—Dr. H. M. Car- 
ryer, Rochester 

Councilor, Third District—-Dr. L. G. Smith, Montevid- 


eo 

Councilor, Fifth District—Dr. L. R. Critchfield, St. 
Paul 

Councilor, Sixth District—Dr. H. B. Sweetser, Min- 
neapolis 

Councilor, Seventh District—Dr. W. W. Will, Bertha 


Committee breakfasts were held on May 27 and 28 
and reference committees of the House of Delegates met 
prior to the House meeting on Sunday, May 25. 





INCOMES, INFLATION AND TAXES 


We have just read an analysis of the change in the 
distribution of incomes which has occurred since the 
late thirties.* Attention is called to the fact that where- 
as in 1939 three out of four families had incomes of less 
than $2,000 a year, only one in three fell into that group 
ten years later. In the late thirties, one family in about 
fifty was in the $5,000-and-over income class. In the 
late forties, one out of six was in this class. Likewise, 
in the late thirties, one out of every 100 was in the 
$10,000-and-over group, and ten years later one out of 
every twenty fell into this group. This means obviously 
that there are more dollars to spend. We should be 
better off financially and everyone should be happy. 


One need not be an economist to point out that two 


*Editorial. Distribution of income. New York State J. 
Med., 52:1121, May 1, 1952. 
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main factors modify the apparently rosy picture depicted 
by this marked increase in national income: the present 
50 cent dollar and taxes.’ It is true that with an in- 
creased income, one can buy more chewing gum and 
Coca-Cola, but about everything else has about doubled 
in cost. Add to this the burdensome taxes and it is a 
question whether the general tendency toward an equal- 
izing of incomes has been a “leveling up rather than a 
leveling down” as mentioned in the editorial. 

Some further interesting figures are cited in this 
same editorial. According to the Daily News, the head 
of a family of four must now earn $6,783 to equal the 
$3,000 he earned in 1940; $11,540 to equal $5,000 in 1940. 
$25,800 to equal the $10,000 he made in 1940. To carry 
it further, a family of four should have an income of 
$121,000 in 1952 to equal a $25,000 income in 1940 after 
inflation and taxes. How many have increased their in- 
comes to this extent? 

What should be a real cause of concern is that with the 
already burdensome taxes bringing in billions to the 
federal treasury, a deficit of over 7 billion dollars has 
been reported* for the first eight months of the present 
fiscal year which began July 1, 1951. For this same 
eight months’ period, the Federal Government paid out 
$41,835,968,621, compared with $26,081,947,693 spent dur- 
ing the same period of the previous fiscal year. We 
can’t keep adding five to ten billion dollars yearly to our 
present national debt of over $260,000,000,000 and do it 
indefinitely. Joe Stalin must be gloating as he sees 
inflation and national debt increasing at a dangerous rate. 

Armaments and national defense, of course, claim a 
large share of our economic output. We are inclined to 
agree with Herbert Hoover that our economy cannot 
stand the maintenance of a large standing army, nor is it 
necessary, but that we should concentrate on air and 
navy power. There are numerous other spheres of 
governmental activities in which economies are not only 
possible but mandatory. Congress, please take notice. 


LIFE EXPECTANCY 


According to the Statistical Bulletin of the Metro- 
politan Life Insurance Company for January, 1952, 
the life expectancy at birth in this country reached an 
all-time high in 1951 of 68.5 years. This is the com- 
pany’s experience in the industrial population excluding 
deaths from enemy action (the Korean war). Even if 
war deaths are included, the figure is still an all-time 
high. The life expectancy at birth has been increased 
five years in the past ten years, and ten years since the 
early thirties. In 1911, the expectation of life at birth 
was 46.6 years in the insured group, which was 6.5 years 
less than that for the general population of the United 
States. 

In 1951, the mortality for tuberculosis declined 15 per 
cent below that of the previous year to an all-time low 
of 17.6 per 100,000 policy holders. This is a little more 
than half of the mortality only five years ago. Since 
1911, the death rate from tuberculosis in the industrial 
population has been reduced more than 90 per cent. 
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HEALTH COMMISSION 
REPORTS METHODS 

The President’s Commission on Health Needs 
of the Nation has undertaken to study, in one 
short year, the long-range health needs of the 
American people. To do such a tremendous job 
will mean one of two things: either the Commis- 
sion will have to do a fast and slipshod job in 
order to include all phases of this problem; or it 
will have to do an incomplete job in order to 
adequately study one or two phases of the prob- 
lem. In either case, it would seem impossible to 
secure from the Commission a complete or ac- 
curate picture of the health needs of the Ameri- 
can people. 


Commission Adopts Standard 


The broad, all-inclusive standard which the 
Commission has adopted for use during the study 
indicates that it plans to try to include as much as 
possible in this one year. The standard adopted 
is the World Health Organization’s definition of 
health: “Health is a state of complete physical, 
mental and social well-being, not merely the ab- 
sence of disease or infirmity.” Thus it is seen 
that this working definition requires the goal of 
health services to include not only prevention, 
cure or alleviation of disease, but it includes all 
social measures involving environment and the 
people as a whole which contribute to health and 
the attainment of health. 


Methods Dubious 


On the surface, the overall methods and plans 
of the Commission look to be quite inclusive. But 
a closer inspection reveals that there is much of a 
general nature—a virtual skimming over of the 
many orbits of health needs in as heterogeneous a 
nation as the United States. Such general in- 
vestigation cannot: possibly assure obtaining an 
accurate pieture of the nation’s health needs. 

The Commission is in.the. process of examining 
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various phases of the health picture. Approxi- 
mately twenty-five panels will be held on such 
general topics as prevention of disease, public 
medical care, general practice, and promotion of 
health. Each panel is to include “eight to ten 


_ leading medical and lay experts in the health area 


under discussion.” 

At the same time, the Commission’s technical 
section on health resources will be working up an 
inventory of the nation’s health resources. In the 
final stages of its work, the Commission will mea- 
sure the health needs against the health resources 
and formulate its recommendations to the Presi- 
dent. 

This is all well and good, except for the fact 
that it is not thorough, it has not consumed ade- 
quate time for expert examination, and it is likely 
to be a hurry-up, erroneous survey. Plans to 
base all recommendations on the results of such 
inexact work would seem to be dangerous. Would 
it not be considerably better for the Commission 
to have been allotted enough time and resources 
to really make a comprehensive study? People 
responsible for considering recommended legisla- 
tion based on findings from this one-year general 
study are more than likely to feel dubious and 
reluctant to support measures until more accurate 
and complete facts are made available. 


EDUCATION FOUNDATION 
ISSUES FIRST REPORT 


The first annual report of the American Medi- 
cal Education Foundation has just been issued 
and it gives complete and detailed explanations 
of distribution of funds for 1951. Explanation is 
given of the different functions of the American 
Medical Education Foundation and the National 
I'und for Medical Education: The latter was 
organized first; its objective was “to raise annu- 
ally from the medical profession, busiriess, indus- 
try, labor, agriculture and other groups sub- 
stantial sums for the unrestricted use of ‘the medi- 
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cal schools in support of their teaching programs.” 
The American Medical Association appropriated 
$500,000 as a nucleus for the sum for 1951. A 
few weeks later the AMA sponsored the establish- 
ment of the American Medical Education Founda- 
tion, a “not-for-profit corporation.” The purpose 
of the Foundation is “to provide an instrument 
through which individual physicians, state and 
county medical societies and other professional 
organizations can make contributions in support 
of medical education.” 


Two Groups Work Closely 

According to the report, the two fund organiza- 
tions work in close conjunction with each other in 
order to facilitate the proper distribution of funds 
from organizations and individuals : 

“From its inception the Foundation has worked in 
closest co-operation with the National Fund for Medical 
Education. . . . The National Fund is designed to func- 
tion on a wholesale basis and its objective is to raise 
funds from corporations and other organized groups. 
The Foundation on the other hand is conceived as a 


retail organization to raise funds from members of the 
medical profession.” 


Three Classes of Grants 


The National und for Medical Education has 
divided money grants into three classes: 

“Class A Grants which are to be a uniform annual 
sum granted to each accredited medical school; Class B 
Grants which are to be a uniform annual sum per stu- 
dent in each accredited medical school and Class C 
Grants which will be awarded to individual medical 
schools on the basis of special needs and problems.” 

The first transfer of funds was made to the 
National Fund in June, 1951, in the amount of 
$640,682.90 representing the $500,000 appro- 
priated by the American Medical Association and 
the additional contributioris received to May 31, 
1951. Shortly after July 1, the National Fund 
made an initial Class A Grant of $15,000 to each 
of the nation’s seventy-nine four-year medical 
schools and of $7,500 to each of the two-year 
medical schools. The funds provided by the 
Foundation constituted 56 per cent of these 
grants. 


The second transfer of funds occurred early in 
1952, when the Foundation added its fund of 
$105,234.94 to the money raised by the National 
Fund for Medical Education during the remain- 
der of 1951. This provided Class B Grants, calcu- 
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lated on the basis of $17 per student, to cach 
medical school. For four-year schools, depending 
on the size of their student bodies, these grants 
ranged from $3,077 to $11,373. 

The report states that in comparison to the 
large total budgets of medical schools in the na- 
tion, these sums may be small, but it explained: 
“In comparison with the overall operating budg- 
ets of the medical schools, these initial grants 
may seem small. Their importance and signifi- 
cance is increased, however, when it is realized 
that for many of the schools they constitute the 
largest amount of totally unrestricted money that 
the schools have had available in recent years. 
These grants have thus had a useful value far in 
excess of the actual*number of dollars involved. 
That this is so has been attested to by many 
schools that have reported that these grants have 
enabled them to meet urgent needs such as em- 
ploying additional instructors, providing small but 
vitally important salary increases for underpaid 
teachers or securing badly needed equipment and 
teaching aids.” 


Lessons Learned 


The 1951 campaign for funds for medical edu- 
cation was conducted through the use of many 
media and through many different approaches. 
Among the more important observations that ap- 
peared are these: 

“1. Time and much effort will be required to make the 


Foundation and its objectives known to the members of 
the medical profession. 


“2. The ultimate success of the Foundation will depend 
on the degree of interest and effort put forth in its sup- 
port by the state and county medical societies. 


“3. The appeal of the Foundation has been greatly 
enhanced by making it possible for physicians to use it 
as a vehicle for making contributions to medical schools 
in which they have a personal interest.” 


Local Efforts Increased 


The report stated that during 1951 a total of 
$745,917.84 was contributed to aid medical edu- 
cation, by 1,811 individual physicians, thirty-four 
organizations and thirty-one lay friends of the 
profession. “Particularly encouraging was the 
marked acceleration in interest and activity on the 
part of state and county societies as the year 
progressed,” the report went on. “In review, the 
accelerating momentum of the profession’s inter 
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Clinical Results* with Banthine Bromide 


(Brand of Methantheline Bromide) 





22 Published Reports Covering Treatment of 1443 Peptic Ulcer Patients with Banthine 
Comprising the reports published in the literature to date which give specific facts and figures of the results of treatment 








pocoste, RELIEF OF SYMPTOMS Surgery|] Side Effects 
AUTHORS No.of [jResistant TYPES OF ULCERS (Chiefly Pain) 


or Requirin, 
Patients } to Other | Duodenal | Jejunat | Stomat | Gastric || Good | Fair | Poor | ,No | comel i 
Therapy nal} Jejunal | Stomal stric air " | Report}ications'|| of Drug? 


Grimson, Lyons, Reeves 100 7 ll 5 


EVIDENCE OF HEALING 











Complete | Moderate None 








19 





Friedman 15 
Bechgaard, Nielsen, Bang, 
Gruelund, Tobiassen 26 


McHardy, Browne, Edwards, 
Marek, Ward 











Segal, Friedman, Watson 





Brown, Collins 





Asher 





Rodriguez de la Vega, 
Reyes Diaz 





Winkelstein 





Hall, Hornisher, Weeks 





4 Maier, Meili 
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Meyer, Jarman 





-m- Poth, Fromm 





but Plummer, Burke, Williams 





ya 1 1 McDonough, O'Neil 
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Legerton, Texter, Ruffin 





Holoubek, Holoubek, 
Langford 





Ogborr 





Shaiken 





Johnston 





Rossett, Knox, Stephenson 





TOTALS 17 132 52 179 














PERCENTAGES - 95.6 12 Y y F 94 37 . 66 22.9 












































. Not included in tabulations. 
. Included in “Relief of Symptoms” as “Poor” and 
in “Evidence of Healing” as “None.” 
. Four had no symptoms when Banthine therapy was begun. 
. Of which seven were penetrative lesions and five partially obstructive. 
. No symptoms were present in four. 


6. Two with symptoms only; no demonstrable ulcer. 
7. Three were psychopathic patients and one had a ventricular ulcer of the lesser curvature. 
8. Roentgen findings after treatment period of two weeks; forty-seven had duodenal deformity. 
9. All returned to work within a week. 
10. In these four, after relief of symptoms, Banthine was discontinued 
because of urinary retention. 
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erences to Banthine therapy in peptic ulcer 
and other parasympathotonic conditions have 
appeared in medical literature. Of these re- 
ports, 22 have presented specific facts and 
figures on the results of treatment in a total of 
1,443 peptic ulcer patients, 67.8 per cent of 
whom were reported as chronic or resistant 
to other therapy. These results are tabulated 
above and show: 

“Good” relief of symptoms was obtained in 
81.3 per cent of the 1,405 patients on whom 
reports were available. 

“Complete” evidence of healing was ob- 
tained in 70.5 per cent of the 883 patients on 
whom reports were available. 


In all but 9.7 per cent, relief of pain was 
“good” or “fair.” In all but 22.9 per cent, evi- 
denceof healing was“‘complete”’or“moderate”” 


gery or developed complications other than 
ulcer which required discontinuance of the 
drug before results could be evaluated. 


Of the remaining 1,417 patients, only 3.7 per 
cent experienced side effects sufficiently an- 
noying to require discontinuance of the drug. 


*Volume containing complete references, with abstracts 
of 39 additional reports, will be furnished on request by 


G. D. Sears & Co., P. O. Box 5110, Chicago 
80, Illinois. 
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(Continued from Page 572) 
est in the Foundation must be considered the 
outstanding achievement of the 1951 campaign.” 


1952 Campaign Begun 

Plans for the 1952 campaign are well under 
way with an additional $500,000 gift from the 
American Medical Association. The Foundation’s 
activities during 195Z “will be designed to take 
maximum advantage of the fund-raising poten- 
tialities of state and county medical societies.” 


Appreciation Expressed 


The American Medical Education Foundation 
concluded its first annual report with an expres- 
sion of appreciation and a pledge of continued 
efforts to aid medical schools. “The initiation of 
a new voluntary fund-raising effort is always diffi- 
cult no matter how worthy the cause,” the report 
concludes. “Inevitably there are moments when 
the slow response raises/ doubts in the minds of 
even the most optimistic and determined.” 


“Therefore, in reporting the names of the contributors 
to the 1951 fund, the Board of Directors wish to record 
. their special gratitude to these individuals and organiza- 
tions. Their contributions during this first year, when 
the Foundation was struggling to establish itself, pro- 
vided much inspiration and encouragement. . .. To all 
who have supported the Foundation, the Directors pledge 
that they will continue to do all in their power to make 
the Foundation a source of growing assistance to the 
medical schools and a program of constructive good of 
which every member of the medical profession can be 
proud.” 





An accurate description of public health in this 
country today would hardly be valid for vast areas of 
the world. In many parts of the world the absence of 
simple personal and community hygiene underlies most 
of the health problems, and such diseases as malaria, 
intestinal disorders, and tuberculosis account for a very 
high proportion of deaths and disability. It would be 
necessary to go back, therefore, as much as a century 
in our own history to seek a suitable content for health 
programs in underprivileged parts of the globe today. 
Health problems cannot be isolated from the environment 
—both physical and social—in which they exist. Such 
factors as the individual’s job, his family life, his housing, 
his recreation must all be assayed for their impact on 
health and disease. In other words, we must now not 
only put emphasis on the individual and his needs, but 
also consider him in relation to his whole complex 
socioeconomic environment.—JosEPH W. MountIn, M.D., 
Public Health Reports, March, 1952. 
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EXCESSIVE FEES MAY. WRECK 
BLUE SHIELD PLANS 


Dr. John W. Cline, president of the American Medical 
Association, warns in a special message of the dangers 
and the unethical character of excessive fees.! He 
states: 


A short time ago I received a letter from a promi- 
nent labor leader, one who is a friend of medicine. He 
told the following story: “Recently, in a western city, a 
surgeon performed an operation for uncomplicated ap- 
pendicitis upon a woman patient. The operation and con- 
valescence were routine. The fee was $150. In the same 
week the same surgeon performed the same operation 
upon another woman. It was also routine and also with- 
out complications. The fee was $300.” 


The labor leader went cn to say that the only differ- 
ence between the two cases was that the first woman had 
no sickness insurance, while the second woman was in- 
sured under a union health plan. He charged that the 
surgeon had doubled the second woman’s bill deliberately, 
What, he wanted to know, was what the medical pro- 
fession doing about such unfair practices? 


The AMA is undertaking a study to determine 
the extent of the practice of increasing fees. Intentional 
raising of fees, Dr. Cline believes, is not a widespread 
practice. but if it occurs at all, it brings discredit upon 
the profession. He calls on all medical societies to use 
disciplinary action when such practices are found in 
fact to exist. 


In conclusion he says: 


Voluntary insurance against sickness has been sold to 
the American people as a practical means of protecting 
themselves from unexpected and perhaps overwhelming 
medical costs. The value of these plans must not be 
destroyed by the few physicians who view them as an 
opportunity to collect an increased fee. Voluntary pre- 
payment plans are the medical profession’s greatest bul- 
wark against the socialization of medicine. This pro- 
gram must not be jeopardized by avaricious physicians 
who have not learned that liberty depends upon individual 
integrity and responsibility. Unfair and unethical conduct 
by a small, irresponsible segment of the profession not 
only harms the patients involved but endangers the free- 
dom of medicine. These practices must be eliminated! 


We submit the foregoing for the consideration of our 
members!—New York State J. Med., May 15, 1952. 


1J.A.M.A., 148:1036 (Mar. 22) 1952. 





Doctor, when you peruse the advertising pages of our 
journal, remember this: All ads are carefully screened 
—the items, services and messages presented are com- 
mittee-accepted. Our standards are of the highest. The 
advertisers like our journal—that’s why they selected it 
for use in their promotion program. They seek your 
patronage, and your response encourages continued use 
of our publication. In turn, the advertisers’ patronage 
helps us to produce a journal ‘that is second to none in 
our state. When you send inquiries, tell them that you 
read their advertisement in MINNESOTA MEDICINE. 
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WHEN FOOD INTAKE 
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When the patient’s food intake is inadequate to supply essential nutrients in 
proper amounts, clinical experience has demonstrated the supportive value of a 
dietary supplement providing substantial quantities of virtually all needed 
nutrients—protein, vitamins, minerals, carbohydrate, and fat. The choice of 
the supplement prescribed, to a large extent, can determine the efficacy of the 
supplemented diet since over-all nutrient adequacy is the primary aim. 

It is apparent from the data shown below that Ovaltine in milk can serve 
well in markedly increasing the intake of virtually all known nutrients. Taken 
daily during periods of inadequate consumption of other foods, it offers an 
excellent means for preventing subclinical nutritional deficiencies which can 
undermine general health or retard recovery from illness. 

The appealing flavor of Ovaltine makes it acceptable to children as well as 
adults, including the aged. Ovaltine in milk is easily digested, an important 
feature when digestive disturbances are a factor. 

Patients have the choice of either Plain or Chocolate Flavored Ovaltine, 
both of which are similar in their wealth of nutrients. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 
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*CALCIUM 


CHLORINE.. 


COBALT. 


*COPPER.... 
FLUORINE... 











— 

Three Servings of Ovaltine in Milk Recommended for 

Daily Use Provide the Following Amounts of Nutrients 
(Each serving made of % oz. of Ovaltine and 8 fl. oz. of whole milk) 
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PANTOTHENIC ACID 

PYRIDOXINE 

*RIBOFLAVIN 

*THIAMINE 

*VITAMIN A 

Is 5 ish cicresendeeeaaabionanm 0.005 mg. 
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*PROTEIN (biologically complete) 
*CARBOHYDRATE 
*FAT 














¢ Reports and Announcements +¢ 





FORMATION OF INTERNATIONAL 
FERTILITY ASSOCIATION 


On October 18, 1951, in Rio de Janeiro, Brazil, dele- 
gates from twelve nations founded a new world medical 
society known as the International Fertility Association. 
The aims of this organization are: 

1. To study the problems of fertility and sterility in 
their broad implications. 

2. To stimulate scientific investigation and 
awareness in the field of fertility and sterility. 

3. To standardize and orient nomenclature, terminol- 
ogy, tests and evaluation of diagnostic methods and 
therapy, throughout the world. 

4. To hold international congresses in the specialty 
in different parts of the world. 
to be regularly scheduled. 


social 


These congresses are 


Tle First World Congress on Fertility and Sterility 
sponsored by the new society will be held in conjunction 
with the American Society for the Study of Sterility in 
New York City in May, 1953. 

Further information can be obtained by writing to 
Dr. Carlos 1). Guerrero, Secretary-General, Miguel E. 
Schulz No. 19, Mexico, D. F., or to Dr. Abner I. Weis- 
man, Associate Secretary-General, 1160 Fifth Avenue, 
New York, N. Y. 


NATIONAL GASTROENTEROLOGICAL 
ASSOCIATION 1952 AWARD CONTEST 


The National Gastroenterological Association an- 
nounces its annual Cash Prize Award Contest for 1952. 
One hundred dollars and a certificate of merit will be 
given for the best unpublished contribution on gastro- 
enterology or allied subjects. Certificates will also be 
awarded those physicians whose contributions are deemed 
worthy. 

Contestants United States must be 
members of the American Medical Association. Those 
residing in be members of a 
similar organization in their own country. The win- 
ning contribution will be selected by a board of impar- 
tial judges, and the award is to be made at the annual 
convention banquet of the National Gastroenterological 
Association in October. 


residing in the 


foreign countries must 


Certificates awarded to other physicians will be mailed 
to them. The decision of the judges will be final. The 


association reserves the exclusive right of publishing 


the winning contribution, and the contributions of those 
receiving certificates of merit, in its official publication, 
The Review of Gastroenterology. : 

All entries for the 1952 prize should be limited to 
5,000 words, be typewritten in English, prepared in manu- 
script form, submitted in five copies accompanied by an 
entry letter, and must be received not later than Sep- 
tember 1. Entries should be addressed to the National 
Gastroenterological 1819 Broadway, New 
Tok Zi, N. ¥. 


Association, 


COURSE IN POSTGRADUATE 
GASTROENTEROLOGY 


The National Gastroenterological Association an- 
nounces that its fourth annual course in postgraduate 
gastroenterology will be given at the Hotel Statler, 
New York, on October 23, 24, and 25. 

As in past years the course again will be under the 
direction and co-chairmanship of Dr. Owen H. Wangen- 
steen, professor of surgery of the University of Minne- 
sota Medical School, who will serve as surgical co- 
ordinator, and Dr. I. Snapper, director of medical 
education of the Mt. Sinai Hospital, New York, who 
will serve as medical co-ordinator. 

One complete session will be a_ clinical 
Hospital in 


devoted to 
pathological conference at the Mt. Sinai 
New York City. 

For further information and enrollment, write to the 
National Gastroenterological Association, 
GS], 1819 Broadway, New York 23, N. Y. 


Department 


AMERICAN COLLEGE OF SURGEONS’ 
CLINICAL CONGRESS 

New developments 
will be presented at the thirty-eighth annual clinical 
congress of the American College of Surgeons to be 
held in New York City, September 22 to 26. More 
than 9,000 surgeons from all over the world are expected 


surgical techniques and _ clinical 


to attend the program of panel discussions, symposia, 
surgical forums, motion pictures, cine clinics, color tele- 
vision and exhibits. Headquarters will be at the Wal- 
dorf-Astoria. 

Dr. Alton 1952 president, 
will preside at the opening evening session, at which 
Dr. Harold L. Foss of Danville, Pennsylvania, will be 
installed as president for the year 1953. 


(Continued on Page 578) 
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AVOID “OVERTREATMENT DERMATITIS” 
“Overtreatment dermatitis is today a prevalent and often disabling cutaneous disturbance.“* 
+ Lone, C. G., “Therapeutic Dermatitis’, New Eng. J. Med., 246:77-81, 1952 


AVEENO...the mild, soothing concentrate from oatmeal provides colloidal protection and _ 
emollient relief for irritated and itching skin areas... in colloid baths and in local applications. 


Send for samples _£. FOUGERA & CO., INC. » Distributors * 75 Varick St., New York 13, N.Y. 
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REPORTS AND ANNOUNCEMENTS 











MINNESOTA SOCIETY OF NEUROLOGY 
AND PSYCHIATRY 


The Minnesota Society of Neurology and Psychiatry 
held a meeting at Rochester on May 31. The morning 
session began with surgical clinics at St. Mary’s Hospital, 
followed by the presentation of the following scientific 
papers: 

“Seizures Produced by Mental Activity,” by Dr. R. G. 
Bickford, Dr. Joseph Whalen, and Dr. E. D. Rooke. 
“Notching of tte Optic Nerves and Chiasm in the Pres- 
ence of Pituitary Tumors” by Dr. C. W. Rucker and 
Dr. J. W. Kernohan. “Neurologic Manifestations of 
Pheochromocytoma” by Dr. L. N. Eaton and Dr. W. F. 
Kvale. “Fears of Children” by Dr. E. M. Litin. 

At the luncheon which followed the scientific session 
Dr. H. L. Parker spoke on “Alice Through the Looking 
Glass.” 


MINNESOTA OBSTETRICAL AND 
GYNECOLOGICAL SOCIETY 


The spring meeting of the Minnesota Obstetrical and 
Gynecological Society was held at Rochester on May 3. 
About fifty state physicians attended. 

The scientific program included observation of opera- 
tions at St. Mary’s Hospital and Colonial Hospital and 
the presentation of papers by the following: Dr. R. T. 
LaVake, Minneapolis; Dr. Alex Barno, Minneapolis; 
Dr. T. J. Petrick, Saint Paul; Dr. R. B. Wilson, Dr. 
A. B. Hunt, Dr. E. A. Banner and Dr. William Hunt, 
all of Rochester. 
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THE SHELTERING ARMS | 


4330 River Road, Minneapolis 6, Minnesota 


A HOSPITAL FOR TREATMENT OF POLIOMYELITIS 


Acute and Convalescent 


Fully Approved by American College of Surgeons 
Modern treatment—Staff includes Kenny trained technicians 








BROWN-REDWOOD-WATONWAN SOCIETY 


The annual meeting of the Brown-Redwood-Waton- 
wan County Medical Society was held at New Ulm, 
on May 13. Principal speaker at the scientific session 
of the meeting was Dr. H. Wright, Minneapolis, who 
spoke on “Hypertension.” 

Election of officers, usually held at the spring meet- 
ing, was postponed until January so that it could be 
held in conjunction with elections in other county socie- 
ties in the state. 


FREEBORN COUNTY SOCIETY 


Guest speaker at a meeting of the Freeborn County 
Medical Society at Albert Lea on April 24 was Dr. W. 
FE. Wellman, Rochester, who spoke on “The Advances 
in Antibiotic Therapy.” 


LYON-LINCOLN COUNTY SOCIETY 


The Lyon-Lincoln County Medical Society held a 
meeting at Marshall on May 13. During the scientific 
session of the meeting, Dr. G. R. Diessner, Rochester, 
presented a paper entitled “Preoperative Management of 
the Elderly Patient.” 


RICE COUNTY SOCIETY 
At a meeting of the Rice County Medical Society 
at Northfield on April 22, Dr. Donovan L. McCain, 
Saint Paul, was the principal speaker. His subject was 
“Orthopedic Problems in General Practice.” 
(Continued on Page 580) 
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Cook County Graduate School of Medicine 


ANNOUNCES CONTINUOUS COURSES 
SURGERY—Intensive Course in Surgical Technic, two 
weeks, starting June 16, August 4, August 18. 


Surgical Technic, Surgical Anatomy and Clinical 
Surgery, four weeks, starting September 8, 
October 20. 


Surgical Anatomy and Clinical Surgery, two weeks, 
starting June 16, September 22. 

Surgery of Colon and Rectum, one week, starting 
September 15, October 13. 

Gallbladder Surgery, ten hours, 
October 20. 

Basic Principles in General 
starting September 8. 

General Surgery, one week, starting October 6. 

General Surgery, two weeks, starting October 6. 

Breast and Thyroid Surgery, one week, starting 
June 23. 

Esophogeal Surgery, one week, starting June 23. 

Thoracic Surgery, one week, starting October 20. 

Fractures and Traumatic Surgery, two weeks, start- 


starting June 16, 


Surgery, two weeks, 


ing June 16. 
GYNECOLOGY—Intensive Course, two weeks, starting 
une 16. 
Vaginal Approach to Pelvic Surgery, one week, 


starting September 22, November 3. 


OBSTETRICS—Intensive Course, two weeks, starting 
September 29, November 3 
PEDIATRICS—Informal Clinical Course every two 


weeks. 
MEDICINE—Electrocardiography and Heart Disease, 
two weeks, starting July 14. 
Hematology, one week, starting June 16. 
Gastroscopy and Gastroenterology, one week, Ad- 
vanced Course, June 23. 
UROLOGY— Intensive Course, two weeks, starting Sep- 
tember 8. 
Cystoscopy, ten days, starting every two weeks. 
DERMATOLOGY-—Intensive Course, two weeks, start- 
ing October 13. 
Informal Clinical Course, every two weeks. 


TEACHING FACULTY—ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


ADDRESS: REGISTRAR, 707 South Wood Street, 
Chicago 12, Illinois 
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ANNOUNCEMENTS 


(Continued from Page 578) 
SOUTHWESTERN MINNESOTA SOCIETY 


Dr. W. R. Schmidt, formerly of Worthington and 
now practicing in Minneapolis, was the principal speaker 
at a dinner meeting of the Southwestern Minnesota Med- 
ical Society at Worthington on April 14. He discussed 
recent advances in thoracic and cardiac surgery. 

On April 28 the society held its annual spring meet- 
ing at Jackson. Featured on the scientific program was 
a “Symposium on Fractures” presented by Dr. Earl 
C. Hendrikson, Dr. Daniel J. Moos and Dr. Maynard 
C. Nelson, all of Minneapolis. At the close of the 
meeting the society members and their wives were taken 
on a tour of inspection of the newly constructed $100,000 
Jackson Medical Center. 


WEST CENTRAL MINNESOTA SOCIETY 

At a meeting of the West Central Minnesota Medical 
Society at Morris on May 7, Dr. C. H. Scheifley, Roches- 
ter, was the guest speaker. The title of his presentation 
was “The Significance of Chest Pain.” 





Woman’s Auxiliary 





RAMSEY COUNTY HOLDS 
PUBLIC RELATIONS TEA 

The Woman’s Auxiliary to the Ramsey County Medi- 
cal Society had as its guests on April 28 in the Ramsey 
County Association 
members, representing 
eighteen rural Ramsey county schools, thirty-four Catho- 
lic schools, and five Lutheran parochial schools. It also 
representatives of the Tuber- 
culosis and Health association, school nurses, and repre- 
sentative graduating Macalester and St. 
Catherine’s colleges who will teach the elementary grades 
in the fall. 

Dr. John P. Medelman, president of the 
County Medical Society, greeted the 200 guests and 
commended them for their effort in the Summer Round- 


Medical library, Parent Teacher 


the fifty-seven public schools, 


entertained Minnesota 


students of 


Ramsey 


up program. 

Dr. R. L. J. Kennedy, president of the Minnesota 
State Medical Association, gave a very instructive ad- 
dress concerning the community’s responsibility and the 
physiciens’ responsibility in regard to the health of chil- 
dren. It was a source of inspiration to all Summer 
Round-up workers. It is hoped that all pre-school chil- 
dren will have a complete health inventory. In Ramsey 
County more than 5,500 children will be entering school 
for the first time in September. 


Mrs. W. | 


introduced the film, “Fluoridation of Water.” 


J. Johanson was in charge of exhibits and 


The Auxiliary is most grateful to Dr. Kennedy and 
Dr. Medelmzn for making its public relations tea 4 
success. 
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Scene from ‘Oliver Twist’ 


Charles Dickens, the renowned British novelist, was subject to 

cyclic moods of pronounced depression characterized by intense 

nervous irritability and by the shedding of tears all day long. He 

CHARLES DICKENS was exceedingly sensitive to his own experiences as well as to the 
1812-1870 suffering of others. 











In the great majority of psychoneurotics, there is no serious mental illness, but 
merely an emotional imbalance which often can be greatly improved by proper 
psychotherapeutic and sedative management. In the treatment of psychoneurosis, 
particularly agitated, depressed and anxiety states, Mebaral is preferred by many 
because it combines a high degree of sedative effectiveness — producing emotional 
stability — with a relative freedom from side effects such as languor and drowsiness. 
Patients usually become calmer, more cheerful and better adjusted to their surround- 
ings without clouding of mental faculties. 
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Average sedative dose: 

Adults, 32 mg. to 0.1 Gm. (1% to 1% grains) 
three or four times daily; 

children, 16 to 32 mg. (4 to % grain) 
three or four times daily. 


Supplied in tablets of 32 mg., 
0.1 Gm. and 0.2 Gm. e ara 
en ; eee 


eS tasteless (MOE Kaye = 
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EFFECTIVE ANTIEPILEPTIC 


. 4 
Nf irillins Statens. New York 18, N. Y. * Windsor, Ont: _ 


k: Mebaral, trademark reg. U.S. & Canada, brand of mephobarbital - 
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In Memoriam 





OLIVER WENDELL ANDERSON 


Dr. Oliver W. Anderson, formerly of Luverne, Min- 
nesota, died April 28, 1952, in Minneapolis after suffering 
from a heart ailment for two and a half years. 

Dr. Anderson was born at Swea City, Iowa, May 10, 
1912. He graduated from the University of Minnesota 
Medical School in 1935 and interned at Detroit Receiv- 
ing Hospital, Detroit, Michigan. After serving about 
two years in the army, he spent fifteen months at Fort 
Peck Dam in Montana. In 1939, he began practice in 
Luverne. 

He was married to Marjorie Marie Grande of Minne- 
apolis on July 6, 1936. The union was blessed with twin 
boys, Robert and Roger. 

Dr. Anderson was a member of the Southwestern 
Minnesota Medical Society, the Minnesota State Medical 
Association and the American Medical Association. He 
was a member of Our Savior’s Lutheran Church of 
Luverne. An ardent golfer, he won a number of trophies 
and championships in Luverne and its environs. 


JAMES WALDAMOR BYRAM 


Dr. James W. Byram, Willmar, died April 28, 1952. 
He was forty-nine years of age. 

James Byram was born May 30, 1902, in Redwood 
Falls, Minnesota. He graduated from the University of 
Minnesota medical school in 1931 and for the next 
twelve years had practiced medicine in Minneapolis, 
Echo, and Young America. He served as a surgeon for 
the Saint Paul police department from 1944 to 1947 
when he became associated with the Hastings State hos- 
pital staff. He transferred to Willmar State Hospital in 
1950 where he was a member of the staff at the time 
of his death. 

Dr. Byram: is survived by his mother, Mrs. Eliza 
Byram, Saint Paul; four brothers, Theodore G., Saint 
Paul; Ross F., Redwood Falls; Kenneth, Ball Club, and 
Robert, Murphysboro, Illinois; and two sisters, Mrs. 
Oscar J. Murset, Saint Paul, and Mrs. Fern Heinze, 
Los Angeles. 


A. A. CHARPENTIER 


Dr. A. A. Charpentier, Ramsey County chief deputy 
coroner for the past fourteen months, died suddenly 
April 12, 1952. 

Born in France seventy-seven years ago, Dr. Char- 
penticr came to Saint Paul more than forty years ago. 
Hic has been associated with the Coroner’s oitice, Saint 
Paul, for several years. 


MYRON F. HASSETT 


Dr. Myron F. Hassett, a practicing physician of Saint 
Paul for nineteen years, died April 23, 1952. 


582 


Dr. Hassett was born in 1905. He received his medical 
degree from the University of Minnesota Medical School 
in 1932 and served his internship at Minneapolis General 
Hospital. In 1933, he opened an office at 486 Dale 
Street, Saint Paul. 

He was a member of the Ramsey County Medical 
Society, the Minnesota State Medical Association and 
the American Medical Association. 

Dr. Hassett is survived by his wife, Hildegarde; two 
sons, Myron F., Jr., and Charles; a daughter, Hilde- 
garde, and his parents, Mr. and Mrs. Charles Hassett, 
all of Saint Paul. 


ROBERT JOSEPH HODAPP 


Dr. Robert J. Hodapp died following a heart attack 
on March 17, 1952, at his home in Willmar, Minnesota. 
He had suffered a very serious heart attack in 1947 and 
a slight one a year ago. The third attack was followed 
by sudden death. His wife found him lying on the 
kitchen floor on her return from a short shopping trip 
down town. 


Dr. Hodapp was born August 31, 1891, in Mankato. 
After finishing high school at Mankato, he attended 
and graduated from the Mankato Teachers College in 
1911. After serving as a science instructor at the Grand 
Marais high school for two years, he entered the Uni- 
versity of Minnesota where he received the degrees of 
B.S. in 1919 and M.D. in 1920. His internship was 
served at St. Mary’s Hospital in Minneapolis. 

Dr. Hodapp first located at Madelia, Minnesota, where 
he remained two years, moving to Willmar in 1921. He 
was much interested in civic affairs, and from 1938 on 
he served on the Willmar recreation board. Since 1941, 
he had been a member of the Board of Education of 
Willmar. He was a past president of the Kiwanis Club, 
a past master of Sharon Lodge, 104 A.F. and A.M., a 
past commander of the Austin-Hanscom American Le- 
gion Post and a director of the First National Bank. 
He was also a member of the Willmar Chamber of 
Commerce, the Izaak Walton League, the Willmar Golf 
Club, the Order of Eastern Star, the Tri-County Medi- 
cal Society, the Minnesota State Medical Association 
and the American Medical Association. 

On October 16, 1920, he was married to Blanche Vin- 
ton, who survives his passing. To them were born three 
children, Dr. Robert V. of Willmar, Barbara Jean and 
Donna Marie, both of Minneapolis. 


Funeral services were conducted at the family resi- 
dence, March 20, by the Rev. C. R. Channer of the First 
Presbyterian Church. Interment was at Fairview Ceme- 
tery. 

(Continued on Page 584) 
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HYSICIANS AND HOSPITALS SUPPLY CO., Inc. 
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ASSURANCE 


comes with CONFIDENCE 
in the quality of your Surgical Instruments ! 
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supplies the fine quality instru- the scissors, the sure, firm grasp 
ments that mean so much to of the haemostats and the pre- 
every surgeon. In every opera-_ cise balance of each instrument 
tion the sharp cutting edge of assures utmost satisfaction. 


"or ewes 6 





Remember that P & H is your best source for the world’s 

. finest imported and domestic instruments. We have one 
_ of the largest and most complete stocks from all the 
- leading instruments makers of Sweden, Germany and 
the United States. 

















IN MEMORIAM 


SAMUEL N. MOGILNER 


Dr. S. N. Mogilner, formerly a practitioner of Saint 
Paul, died May 13, 1952, in Los Angeles. He was sixty- 
eight years of age. 

Dr. Mogilner graduated from the Chicago College of 
Medicine and Surgery in 1913 and practiced in Saint 
Paul from 1913 to 1943, when he moved to Los Angeles. 

Dr. Mogilner is survived by his wife and three daugh- 
ters. 


MORRIS L. NATHANSON 

Dr. Morris L. Nathanson, formerly a_ well-known 
heart specialist of Minneapolis, died April 24, 1952, in 
Los Angeles, California. 
age. 

Morris Nathanson was born in Minneapolis in 1892. 
He graduated from the University of Minnesota medical 
school in 1918. He joined the faculty of his alma mater 
in 1920 and was associate clinical professor of medicine 
in 1937, when he moved to Los Angeles. 

At the time of his death, Dr. Nathanson was on the 
staff of Cedars of Lebanon Hospital, Los Angeles, and 
was a director of the Los Angeles Heart Association. 
He was also a member of the Los Angeles County 
Medical Association, the American College of Physicians, 
the Society of Experimental Biology and Medicine, and 
the Society of Pharmacology and Experimental Thera- 
peutics. 

Dr. Nathanson is survived by his wife, Ruth, a sister, 
Mrs. Samuel A. Epstein, Minneapolis, and two brothers, 
Senjamin, Minneapolis, and Henry, Toronto, Canada. 


He was fifty-nine years of 


ALFRED MILLER RIDGWAY 

Dr. Alfred M. Ridgway, a practicing physician jn 
Annandale for over sixty years, passed away May 19, 
1952, at the age of ninety. 

Dr. Ridgway was born in Columbus, Wisconsin, Janu- 
ary 29, 1863. In 1882 he came to Minneapolis and was 
employed in a drug store until 1887, when he entered the 
medical department of the University of Minnesota. He 
w.s graduated in 1890 and was the only intern at the 
Minneapolis City Hospital before opening an office at 
Annandale in July, 1890. He took postgraduate study in 
Chicago in 1895 and again in 1900. 

Dr. Ridgway helped organize the Wright County 
Medical Society some sixty years ago. He was a mem- 
ber of the Minnesota State Medical Association and the 
American Medical Association. He was also a member 
of the American Association of Railroad Surgeons and 
had been a surgeon for the Soo Line since December, 
1909. He was a charter member of the 1.0.0.F. and 
Rebecca lodges of Annandale and a member of the 
A.F. and A.M. lodge. He served on the Village Council 
and was mayor of Annandale in previous years. 

In July, 1940, Dr. Ridgway’s many friends took part 
in a celebration of fifty years of practice by the physi- 
cian. Many of those who participated were of the 3,500 
brought into the world by Dr. Ridgway. 

On September 20, 1892, Dr. Ridgway married Miss 
Nola Ponsford. She survives him. Although they had 
no children, they provided a home for many young girls 
and helped them complete their education. 





Reduces minutes to seconds between 
consecutive sterilizing periods. 


No more waiting periods for the nec- 
essary pressure and temperature. 


No more wasted time. 
No more watching gauges. 


Applying the principles of steam heated Hos- 
pital Sterilizers, the FL-2 Autoclave now 
brings to the private office a self-contained 
unit which produces and stores steam under 
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HOSPITAL SPEED and SAFETY for the PRIVATE OFFICE 


Autoclave Sterilization—Always the Safest— 
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AY 


, 
See Tex 











584 


MINNESOTA MEDICINE 








¥. 
at 
Milk, 


succe 


If ref 
moth 
Milk 


In th 
be m 
hott: 
Wher 





June, 





inty 
em- 

the 
iber 
and 
ber, 
and 

the 
incil 


part 
LySi- 
500 


Tiss 
had 


girls 





ICINE 





“For Summer weather convenience... 






If refrigeration is not available... a 
When mother and baby are traveling... (ual 


——, 














Made from Grade A Milk (U.S. 
Public Health Service Milk 
Code) which has been modi- 
fied by replacement of the milk 
fat with vegetable and animal 


j sek Bie ges fats and by the addition of car- 
POWDER FOR iM oz ate bohydrates, vitamins and iron. 











* 


*When fed in normal quantities, pro- 
vides amounts of proteins, vitamins 
(except C), minerals and essential 
unsaturated fatty acids equal to or 
exceeding the daily recommended 
allowances of The Food and Nutri- 


7. heat of summer is here. Now, more than 
tion Board of the National Research 


at any other time of year, Baker’s Modified 


: ee il. 
Milk, powder form, offers opportunities for Comet 
successful infant feeding under adverse conditions. and the boiled water carried in a thermos bottle. 
If refrigeration is not available in the home, or when —‘ For the comfort of both mother and baby in hot 


mother and baby are traveling, Baker’s Modified _—_ weather traveling, we suggest that you specify Baker’s 
Milk powder is safe, easily dissolved and easy to use. Modified Milk, powder form. 


In the home, sufficient powder for each feeding may Baker’s Modified Milk is also available in liquid form. 


be measured into capped, clean, dry, sterile nursing When diluted to normal strength, both powder and 
bottles and warm, boiled water added at feeding time. _ liquid have the same analysis and both provide the 
When traveling, the bottles may be prepared at home, _ same nutritionally adequate* formula. 









BAKER’S MODIFIED MILK 
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Of General Interest 





“Artificial Respiration,” a teaching film, shows the 
new back-pressure—arm-lift method which has super- 
seded the older methods of performing artificial res- 
piration. The motion picture was produced with 
the help of national organizations concerned with 
life-saving, first-aid and health and safety education. 
The film is one reel in length, runs six minutes, and 
may be purchased for $37.50 from Seminar Films, 
Inc., 347 Madison Avenue, New York 17, New York. 

* * * 

Dr. Robert P. Jeub, Minneapolis, neuropsychiatric 
consultant to the Hastings State Hospital, spoke on 
the present status of prefrontal lobotomy before a 
group of rabbis, ministers and priests in Minneapolis 
on May 19. Dr. Jeub was a guest speaker in a course 
being offered to members of the clergy. 

* * * 
attended the 
thirty-third annual meeting of the American Col- 
lege of Physicians at Cleveland late in April were 
Dr. B. J. Cronwell, Austin, and Dr. Roy T. Pearson, 
Shakopee. 


Among Minnesota physicians who 


* * * 


Dr. Merrill D. Chesler, formerly associated with 
Dr. Samuel G. Balkin, Minneapolis, has announced 
the opening of his offices at 507 Physicians and Sur- 
geons Building, Minneapolis, for the practice of 
plastic and reconstructive surgery. 

x * * 

Dr. E. M. Howg, formerly of Barrett,‘has moved 
to Oklee and reopened the medical department of 
the Oklee Clinic, which had been closed since Dr. 
F. L. Behling was called to duty with the Army 
more than a year ago. Dr. Howg is a graduate of 
the Northwestern University Medical School. 

* * * 

A son, David Jonothan, was born to Dr. and Mrs. 
Melvin L. Grais, Minneapolis, on April 9. Dr. Grais 
recently moved his offices from 620 Medical Arts 
Building to 1021 Medical Arts Building. 

* * * 

Dr. Olin M. Odland, formerly of Brookings, South 
Dakota, became associated with the Granite Falls 
Clinic at Granite Falls on May 1. A graduate of 
the University of Nebraska in 1950, Dr. Odland in- 
terned at Wayne County Hospital, Detroit. Before 
moving to Granite Falls he practiced in Brookings 
for one year. 

* *k * 

Dr. Irvine M. Karon, 307 Lowry Medical Arts 
Building, Saint Paul, was recently certified as a 
diplomate of the American Board of Dermatology 
and Syphilology. 

* * * 

Dr, Edgar V. Allen, a senior consultant in the di- 

vision of medicine at the Mayo Clinic, Rochester, 
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was elected a vice president of the American Heart 
Association at a meeting in Cleveland on April 17. 
He previously served as a vice president of the or- 
ganization two years ago. 

x ok * 

Dr. Curtis J. Lund, a former associate professor 
at the University of Minnesota, has been named head 
of obstetrics and gynecology at the University of 
Rochester, New York. Dr. Lund has been with the 
Louisiana State University of Medicine since 1947, 

* > @ 

Dr. W. H. Valentine, Tracy, attended an executive 
meeting of the Minnesota Tuberculosis and Health 
Association in Saint Paul late in April. 

* * * 

Sir Archibald Gray, president of the tenth Inter- 
national Congress of Dermatology, which will be held 
in London in July, has asked Dr. Henry E. Michel- 
son, Minneapolis, to be one of the honorary vice 
presidents of the congress. , 

* * * 

Dr. N. Logan Leven, Saint Paul, received an hon- 
orary degree of doctor of science from Macalester 
College at commencement exercises on June 2. Dr. 
Leven is one of the outstanding surgeons of Saint 
Paul. 

x * * 

Mrs, T. S. Eberley, wife of Dr. Eberley of Ben- 
son, died of a heart attack while fishing with her 
husband and son near Perham on May 17. Sympathy 
is extended by the members of the Minnesota State 
Medical Association to Dr. Eberley and his family. 

* * * 

Dr. S. A. Slater, superintendent of the Southwest- 
ern Minnesota Sanatorium, Worthington, was the 
principal speaker at a meeting of the Luverne Rotary 
Club on May 5. He discussed the fight being waged 
against tuberculosis by adequately staffed and f- 
nanced sanatoriums. 

oe 

“The Role of ACTH and Cortisone in Allergic 
Diseases” was the title of a talk given by Dr. William 
S. Eisenstadt, Minneapolis, at a meeting of the La 
Crosse County Medical Society at La Crosse, Wis- 
consin, on March 17. 

~e- - 

Dr. Lawrence O. Pearson, formerly of Erskine, be- 
came associated in practice with Dr. L. J. Larson 
at the Clearwater Clinic, Bagley, on May 1. A gradu- 
ate of the University of Minnesota Medical School, 
Dr. Pearson served his internship at St. Barnabas 
Hospital, Minneapolis, and did a year of postgradu- 
ate work at Miller Hospital, Saint Paul. Since then 
he has had twelve years of medical practice, a large 
part of it at Erskine. 


(Continued on Page 588) 
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A SILENT PARTNER .. . Continental’s Companion Policies 


ACCIDENT AND CONFINING SICKNESS 
Pays $ 400 Monthly Benefits first 2 years ($200 Ist mo.) and 
$ 300 Monthly Benefits thereafter for Life. 
Pays $ 600 Additional Monthly Benefits 
First 3 Months for Hospital Disability. 
Pays $ 7,500 Accidental Death Benefits, $12,500 Double Indemnity. 
Pays $10,000 Loss of Hands, Feet or Eyes, $15,000 Double Indemnity (or) 


$ 5,000 Cash, & $400 monthly first 2 years, $300 monthly thereafter. 
Adjusted benefits for disabilities occurring after age 60. 


SPECIAL FEATURES 


No Cancellation Clause,—Standard Non Pro-Rating,—Standard Provision 


Provision 16 17 
No Terminating Age,—Standard Pro- Non-Assessable,—No Contingent Lia- 
vision 20 bility 
No increase in Premium,—Once Poli- Non-Aggregate,—Previous Claims 
cy is Issued Paid do not limit Company’s 
Grace Period 15 Days Liability 


Unusually Complete Protection 
Pays Monthly Benefits from 1st Day to Life. 
Pays Benefits for both Sickness and Accident. 
Pays Lifetime Benefits for Time or Specific Losses. 
Pays Regular Benefits for Commercial Air Travel. 
Pays Benefits for Non-Disabling Injuries. 
Pays Benefits for Non-Confining Sickness. 
Pays Benefits for Septic Infections. 
Pays Whether or not Disability is Immediate. 
Waives Premiums for Total Permanent Disability. 


Renewal is guaranteed to individual active members, except 
for non-payment of premium, so long as the plan continues 
in effect for the members of your designated organization. 
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(Continued from Page 586) 


Dr. Asher A. White, Minneapolis, was re-elected 
president of the Hennepin County Tuberculosis As- 
sociation at a meeting in Minneapolis on May 16. 
Among others named to office was Dr. Robert N. 
Barr, Minneapolis, second vice president, while Dr. 
E. P. K. Fenger, Oak Terrace was named a director 
of the organization. 

e* « 
Open house was held on April 27 at a newly con- 


structed medical center at Jackson. Associated in 


operating the center. which has been incorporated 
as the Jackson Medical Center, are five Jackson 
physicians: Dr. W. H. Halloran, Dr. W. B. Wells, 
Dr. H. A. Christiansen, Dr. B. N. Karleen, and Dr. 
E. T. Maitland. 

x * * 

A regional community-team conference on mental 
health was held at Mankato on May 6. A day-long 
program was held for physicians, nurses, judges, 
welfare workers, clergymen and school personnel. 
The conference participants discussed the mental 
health problems they face in their communities and 
what could be done to solve them. Among the 
speakers at the conference was Dr. Louis L. Flynn, 
Saint Paul, who spoke on “The Real Meaning of 
Behavior.” At a public meeting in the evening Dr. 
Flynn gave a talk on “Mental Illness; Let’s Face 
It So We Can Fight It.” 


It has been announced that Dr. Burton G Olson, 


Minneapolis, will join the McCannel Clinic in Minot 
on July 1. Dr. Olson has had a residency in «phthal- 
mology at the University of Minnesota for the past 
four years. ee 

Dr. Raymond J. Gully, superintendent of the Cam- 
bridge State School and Hospital was the principal 


speaker at a meeting of the Cambridge Business As- 
sociation on May 7. He described the history, the 
growth and the purpose of the institution 

* * * 
Dr. Roger L. J. Kennedy, Rochester, president of 
the Minnesota State Medical Association, was the 
guest speaker at an educational meeting in Saint 
Paul on April 28 sponsored by the Women’s Auxil- 
iary of the Ramsey County Medical Society. The 
meeting was held to honor persons taking part in 
a summer round-up health project for pre-school 
children of Ramsey County. 

x * * 

Dr, T. L. Chapman, Duluth, has been awarded a 
golden anniversary diploma by the Wayne University 
College of Medicine Alumni Association. As one 
of the college’s 1902 graduates, Dr. ‘Chapman was 
honored for “fifty years of faithful and honorable 
service in the art and science of medicine.” 

’ x * * 

Dr. John F. Pohl, Minneapolis, was the main 

speaker at a Cerebral Palsy Family Fellowship pic- 








-enow conveniently located for faster service 


You need no longer risk driving through congested traffic to examine new equip- 
ment. In this new, modern store you will find complete stocks of instruments and 
supplies for the physician; model displays of hospital equipment of every type; and 


a comprehensive range of equipment, apparatus and supplies for the modern 
medical laboratory. We cordially invite you to visit us at your convenience, or call 
us for prompt emergency service. Free parking is provided adjacent to building. 


Telephone: LIncoln 7601. 
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Minneapolis, Minnesota 


Official Rogistrati 
AGURLL 


MINNESOTA STATE MEDICAL ASSOCIATION'S ANNUAL CONVENTION 


May 26, 27 and 28, 1952 





a 


Nurses, Dietitians, Technicians, Social Workers 
and Medical Secretaries ........... 


Scientific Exhibitors ...................... 
Commercial Exhibitors ................ 
Women’s Auxiliary .................0... 
Guests (Miscellaneous).................. 





do our best to retain their confidence. 


securities for your own savings program. 


TELEPHONES 
St. Paul: Cedar 8407 
Minneapolis: Nestor 6886 





We express our appreciation to the many doctors who found time to visit our booth and 
discuss the security, income and tax-exempt features of municipal bonds. We will continue to 


Please feel free to write us for information concerning the advantages of municipal 


JURAN & MOODY 


MUNICIPAL SECURITIES EXCLUSIVELY 


GROUND FLOOR 
Minnesota Mutual Life Bldg. 
St. Paul 1, Minnesota 








nic on May 17 at the Becker County 4-H Building. 
Dr. Pohl is the author of Cerebral Palsy, a textbook 
on the diagnosis and treatment of the disorder. 


es = 


Dr. Peter J. Kitzberger, Jr., New Ulm, has been 
called to active duty in the Navy. He reported to 
the naval station at Great Lakes, Illinois, on May 1. 
A graduate of Marquette University Medical School, 
he became associated with the Seifert Clinic at New 
Ulm in 1948. Last year he took a leave of absence 
from the clinic to study obstetrics and gynecology 
at St. Mary’s Hospital, Minneapolis. Dr. Kitzberger 
plans to return to New Ulm following his tour of 
duty with the Navy. 
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A feature story about Dr. Michael F. Hayes, Nash- 
wauk, appeared in the Duluth News Tribune on April 
13. Nashwauk’s oldest resident physician, Dr. Hayes 
arrived there in 1912. Now, after forty years of 
medical service to the community, he hasn’t official- 
ly retired but has decided to “take things easy.” 

ees 

Dr. Leonard F. Johnston, of the Winona Clinic, 
Winona, has been elected to active fellowship by the 
executive board of the American Academy of Ob- 
stetrics and Gynecology. 

* * x 

Dr. Ralph Rossen’s resignation as commissioner 

of mental health in Minnesota became effective on 
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May 3. He had requested relief from his duties as 
commissioner almost a year ago so that he could 
return to his position as superintendent of the Hast- 
ings >tate Hospital. 

Until a new commissioner is selected, Dr. Rossen 
will be replaced by a five-man committee including 
the following: Dr. Magnus Petersen, superintendent 
of the Rochester State Hospital; Dr. E. J. Engberg, 
superintendent of the Minnesota School and Colony 
at Faribault; Dr. Gordon Kamman, Saint Paul, and 
Dr. L. R. Gowan, Duluth. 

* * * 

Dr. Albert M. Snell, Palo Alto, California, former- 

ly on the staff of the Mayo Clinic, has been elected 


president of the American Gastroenterological As- 


sociation. 
ciation — - & 


Dr. Allan E. Moe, formerly of Moorhead, moved 
to Marysville, California, in May to become associ- 
ated with the Marysville Clinic. 

* * * 

Among the speakers at a regional community-team 
mental health conference held at Worthington on 
May 1 was Dr. William Fleeson, Minneapolis. 

* 6 » 

Dr. Carl O. Kohlbry, Duluth, was appointed full- 
time medical director for the city’s public schools at 
a meeting of the Duluth board of education on May 5. 


Dr. Earl R. Crow, former superintendent of the 
Minnesota State Tuberculosis Sanatorium at Ah- 
Gwah-Ching, left on May 1 to take a post at the 
Veterans Administration Hospital at Hot Springs, 
South Dakota. 

* * * 


On June 1 the community of Hayfield lost the 
services of the two physicians it has had for many 
years and at the same time acquired a new physician, 
Dr. Harry R. Baker, who has practiced at Hayfield 
since 1912, officially retired from active practice. 
His son, Dr. Russell L. Baker, who has practiced 
with his father since 1935, left for the University of 
Wisconsin to take postgraduate training in roent- 
genology. 

To take over the Bakers’ practice Dr. E. Graham 
Howard moved to Hayfield from Mapleton. Dr, 
Howard had practiced in Mapleton since 1938, with 
the exception of two years during World War II 
when he served in the Navy. 


‘ 
* * * 


Among the speakers at a vocational guidance meet- 
ing for high school seniors of Otter Tail County, 
held at Fergus Falls on May 5, was Dr. Kendall 
Brooks Corbin, Rochester, who gave the students 
advice on professions. 


(Continued on Page 592) 





ACCIDENT e 


INSURANCE 


For Physicians, Surgeons, Dentists Exclusively 


HOSPITAL e 


SICKNESS 


PHYSICIANS 
SURGEONS 
DENTISTS 


HOSPITAL BENEFITS 


60 days in Hospital 

30 days of Nurse at Home 
Laboratory Fees in Hospital 
Operating Room in Hospital 
Anesthetic in Hospital 

X-Ray in Hospital 

Medicines in Hospital 
Ambulance to or from Hospital 


Child to age 19 


Single 


Double 
10.00 per day 
10.00 oe day 

10.00 


Quadruple 
20.00 per day 
20.00 per day 


Triple 
15.00 per day 


15.00 da 
13.00 


20.00 30.00 
20.00 30.00 
20.00 30.00 
20.00 30.00 
20.00 30.00 
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88 8333838 


5.00 7.50 
3.00 4.50 
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$5.000 accidental death Quarterly $8.00 
$25 weekly indemnity, accident and sickness 


$15,000 accidental death Quarterly $24.00 
$75 weekly indemnity, accident and sickness 





$10,000 accidental death Quarterly $16.00 
$50 weekly indemnity, accident and sickness 


$20,000 accidental death Quarterly $32.00 
$100 weekly indemnity, accident and sickness 





COST HAS NEVER EXCEEDED AMOUNTS SHOWN 


$4,000,000.00 
INVESTED ASSETS 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


$18,700,000.00 
PAID FOR CLAIMS 


50 years under the same management 


400 First National Bank Building 
Omaha 2, Nebraska 


$200,000.00 deposited with State of Nebraska for protection of our members 
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The only non-profit specialized hos- 
pital in St. Paul devoted exclusively 
to the treaiment and care of neuro- 
psychiatric patients. 


Ultra modern facilities and comforts 
at the lowest cost to patients. 
- ¥ e Occupational therapy and recre- 
9 ational department. 


rn F i i e Complete X-ray- and- laboratory. 


e Electrocardiography — basal me- 
tabolism. 


e Electroencephalography available. 


e All patients rooms _ air-condi- 
tioned. 


e Background music and psycho- 
is Be ; ee therapy sound equipment. 


Occupational therapy department. ° Medically staffed by every neurol- 


K ~ egist and psychiatrist in St. Paul. 
RI S V I | WV shea ge Y e Especially trained nursing staff. 
y - MEMBER of the American Hospital As- 


NEUROPSYCHIATRIC + —— 


HOSPITAL SS MEMIER of the Minneste Hotta Ae 


APPROVED by the Minnesota State Medi- 


145 W. College Ave. ... GArtield 5841 a—<_ 
SAINT PAUL, MINNESOTA Send for photo brochure 


Highest standard of service and facilities for over 15 years. and rate schedule. 


Dilaudid hydrochloride 


(dihydromorphinone hydrochloride) 











COUNCIL ACCEPTED 


Powerful opiate analgesic - dose, 1/32 grain to 1/20 grain. 
Potent cough sedative - dose, 1/128 grain to 1/64 grain. 
Readily soluble, quick acting. 


Side effects, such as nausea and constipation, seem less 
likely to occur. 


An opiate, has addictive properties. 


Dependable for relief of pain and cough, not administered 
for hypnosis. 


@ Dilaudid is subject to Federal narcotic regulations. Dilaudid, Trade Mark Bilhuber. 
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r PROTECTM 


COMPARY 
WAYNE. INDIANA 
PROFESSIONAL PROTECTION 


EXCLUSIVELY 
SINCE 1899 





MINNEAPOLIS Office: 
Robert L. McFerran, Rep., 
2422 Clinton Ave. So., Apt. E-14, 
Telephone Fillmore 1292 














AT YOUR CONVENIENCE, 
DOCTOR... 


you are cordially invited to visit our new 
and modern prescription pharmacy located on 
the street floor of the Foshay Tower, 100 South 
Ninth Street. 


With our expanded facilities we will be able 
to increase and extend the service we have 
been privileged to perform for the medical pro- 
fession over the past years. 





Exclusive Prescription Pharmacy 





Pharmaceuticals Dressings 
Rubber Sundries 


Biologicals 
Surgical Instruments 


JOSEPH E. DAHL CO. 


(Two Locations) 
100 South Ninth Street, LaSalle Medical Bldg. 
ATlantic 5445 Minneapolis 




















(Continued from Page 590) 


Dr. I. L. Oliver, Graceville, made a plane trip east 
late in April to attend surgical clinics at New York 
and Boston on April 24, 25 and 26. 

= 2 ss 

At an Upper Midwest conference of nurse anesthe. 
tists at Saint Paul on May 16 one of the speakers 
was Dr. Richard C. Gaard, Minneapolis. 

* * * 

Dr. Thomas T. Harada, formerly of Honolulu, 
Hawaii, has opened offices for the practice of medi- 
cine at Lake Wilson. A graduate of Temple Medical 
School, Philadelphia, Dr. Harada interned at St. 
Joseph’s Hospital, Saint Paul, then served in the 
Army for almost four years. He has had postgradu- 
ate training in surgery. 

ees 

An advance birthday party for Dr. John de]. 
Pemberton, chief of a section in surgery at the 
Mayo Clinic, was held in Rochester on April 29, 
with eighteen of Dr. Pemberton’s past and present 
first assistants attending. The day-long program 
included visits to operating rooms at the local hos- 
pitals, a luncheon, a tour of the clinic’s new medical 
sciences building, a cocktail party and a banquet. 
Dr. Pemberton was presented with several gifts, in- 
cluding a book containing photographs and biog- 
raphies of all his former assistants. 

A few days later, on May 3, Dr. Pemberton reached 
the age of sixty-five. He will retire from the clinic 
staff at the end of the current quarter. He first 
entered the clinic as a fellow in surgery in 1913. 

* 2 « 

Dr. D. J. Halpern, Brewster, was elected chair- 
man of the Nobles County Health Council at a 
meeting of the group on April 28. 

* * * 

Dr. William D. Coventry, Duluth, gave a talk on 
socialized medicine at a meeting of the Twin Ports 
Association of Purchasing Agents at Duluth on 
May 8. 

* * bo 

Dr. J. J. Heimark, formerly of Fairmont, and 
Dr. R. L. Parsons, Monterey, formed a partnership 
on June 1 to practice medicine in the Triumph- 
Monterey community. Dr. Heimark practiced at 
Fairmont for twenty-five vears. 

Dr. Edward Johnson, who was associated in prac- 
tice with Dr. Parsons during the past year, has 
moved to West Saint Paul to join a group of physi- 
cians who plan to operate a clinic there. 

x * * 

Among the speakers at the governor’s third an- 
nual Conference on Children and Youth at Minneap- 
olis on May 9 was Dr. H. S. Lippman, director of 
the Wilder Clinic in Saint Paul. He spoke on “De- 
veloping a Healthy Personality in Children and 
Youth.” 

* ca OK 
Dr. R. H. Kath, formerly of Wood Lake, has 


moved to Arlington. His practice at Wood Lake 1s 
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200 acres on the shores of beautiful Lake Chisago 


The methods of treatment used at the Hazelden Foundation are based on a true understanding of the 
problem of alcoholism. Among the founders of the nonprofit Hazelden Foundation are men who have re- 
covered from alcoholism through the proved program of Alcoholics Anonymous and who know the problems 
of the alcoholic. All inquiries will be kept confidential. 


HAZELDEN FOUNDATION 


Lake Chisago, Center City, Minn. 





WHERE 
ALCOHOLICS 
ACHIEVE 
INSPIRATION 
FOR 
RECOVERY 


Where gracious living, a 
homelike atmosphere and 
understanding compan- 
ionship contribute to suc- 
cessful rehabilitation. 


Telephone 83 








being handled on a part-time basis by Dr. Donald 
F. Holm of Willmar. Dr. Holm spends three days 
of each week at Wood Lake. 

x * * 


Dr. Roy W. Dickman is now engaged. in private 
practice at 1409 Willow, Minneapolis, Minnesota. He 
has finished a five-year surgical specialty training 
program and is limiting his practice to general and 
thoracic surgery. He is a member of the American 
Trudeau Society, a Fellow of the American College 
of Chest Physicians, Junior Fellow of the American 
College of Surgery, and is eligible for the examina- 
tions for a Diplomate of the American Board of 
Surgery. He is sharing offices with George D. Eite!, 
M.D. 


BLUE CROSS-BLUE SHIELD PLANS 


Blue Shield claims for the treatment of sprains and 
strains and the X-rays related to them have been alter- 
nately paid and rejected over a course of several years. 
Recently, when the original policy of rejecting such 
claims was resumed, so many inquiries resulted that a 
lull review of the subject is herewith presented. 

. In June of 1949, treatment of sprains and strains was 
interpreted by the Medical Advisory Committee and 
Board of Directors of Blue Shield as medical rather 
than surgical. Since medical treatment is a valid claim 
only when rendered a hospitalized bed patient, office or 


home treatment of sprains or strains was ruled ineligible 
‘or payment as a Blue Shield claim. As a consequence, 
JUNE, 1952 





the x-ray films related to them, taken in the doctor’s 
office, were also invalid Blue Shield claims. Following 
this initial interpretation, Blue Shield claims for sprains 
or strains were rejected or denied for some period of 
time. 

Previously, however, advertising material and litera- 
ture distributed for enrollment of Blue Shield sub- 
scribers stated or implied that claims for strains and 
sprains would be paid. With such material in the public’s 
possession, it was not considered advisable to reject such 
claims. Consequently, the claims auditors inserted a 
code number in their administrative fee schedules, where- 
by such claims could be paid. This occurred during 
January, 1951. 

As rapidly as possible such literature as contained 
these statements was recalled and more was not released. 
About March 1, last, an effort was made to return to 
the policy of rejecting such claims, as had been advised 
originally by the Medical Adviscry Committee or Board 
of Directors. This policy was recently supported and 
emphasized at the meeting of Blue Shield plans in San 
Francisco. Sprains and strains and their treatment were 
recognized as medical in nature rather than surgical, 
and a nation-wide policy of so classifying them was ad- 
vocated. 

In the light of these facts, when the Medical Ad- 
visory Committee was informed recently of the in- 
creasing inquiries regarding sprains, strains and their 
treatment, it advocated paying such claims only until 
all literature promising their payment can be recalled 
and further releases stopped. Under these circumstances, 
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comfo tt with certified 
PRESCRIPTION SUN GLASSES 


Their eyes need the extra comfort that a pair of 
scientifically produced prescription sun glasses affords. 

Summer or winter, you will extend your patients a 
service when you suggest an extra pair of glasses 
that will give them maximum glare protection without 
affecting true color values. 

Your Benson Optical Supply House is well supplied 
to give you prompt and satisfactory service in this 
important item. 


MAIN OFFICE AND LABORATORY 
MINNEAPOLIS, MINN. 





ort Al COMPANY 


SINCE 1913 


BRANCH LABORATORIES IN PRINCIPAL CITIES 
OF UPPER MIDWEST 








COMPLETE 
SLaboratou, Sorwice 


Deep X-Ray Therapy 
Roentgen Diagnosis 
Radium Treatment 
Radium Rentals 
Clinical Biochemistry 
Clinical Pathology 
Tissue Examination 
Clinical Bacteriology 
Interpretation of YOUR E.K.G. records 


Toxicological Examinations 
MURPHY LABORATORIES 
—Est. 1919 
Minneapolis: 612 Wesley Temple Bldg., At. 4786 


St. Paul: 348 Hamm Bldg., Ce. 7125 
If no answer call: 222 Exeter Pl., Ne. 1291 











claims involving severe sprains or strains which require 
truly surgical treatment will be paid as they have in the 
past until such time as the steps outlined can be ac- 
complished. 


* * * 
Jorgenson Elected President, Board of Trustees 


Clyde M. Jorgenson was elected president of the 
Minnesota Blue Cross board of trustees, at an clection 
held at the regular meeting on Friday, April 25, 1952. 

Mr. Jorgenson was elected to serve the unexpired term 
of David E. Bronson who resigned due to pressure of 
other business. Mr. Bronson has been president of the 
board of trustees since 1948. 

A resolution was passed at the directors’ meeting ex- 
pressing deep appreciation for the service rendered by 
Mr. Bronson to the Minnesota Hospital Service Asso- 
ciation (Blue Cross), its subscribers, and contracting 
hospitals. x 

Clyde M. Jorgenson has been a member of the Blue 
Cross board of trustees since 1940. He also served in 
the capacity of treasurer of the Association and was 
active on various committees since his election to the 
board. 

Mr. Jorgenson is president of the Fourth North- 
western National Bank of Minneapolis, and is treasurer 
of the board of trustees of Fairview Hospital, Min- 
neapolis, and chairman of Fairview’s recent building 
campaign. 


HOSPITAL NEWS 

Dedication ceremonies for the opening of the new 
Meeker County Memorial Hospital at Litchfield were 
held at the Litchfield High School auditorium on 
May 18. The dedication was followed by an open 
house at the hospital. 

i 

New additions to St. John’s Hospital, Saint Paul, 
will be ready for use by late August. The entire 
project includes remodeling of the original hospital 
building. The installation of a nurse-to-patient in- 
tercommunication system has been approved. With 
the system a patient may phone the nurse at her 
desk and thus save her a trip from desk to patient 
to ascertain the patient’s needs. 

* © 6 

Miller Hospital, Saint Paul, has opened two of the 
floors provided by its new addition, and the third 
is expected to be open by September. New operating 
rooms, x-ray quarters, laboratory, space for surgical 
and medical supplies and a pharmacy will also be 
opened in September. An additional thirty beds being 
installed on the sixth be available by 
November. 


floor will 


* * * 


Open house was held at the new Community Mem- 
orial Hospital at Winnebago on May 17. To residents 
of the area the eighteen-bed, $150,000 structure represents 
a “seven-year dream come true.” Plans for the hospital, 
which was built without the aid of federal funds, were 
first made by local civic leaders in 1945. The necessary 
money was raised by several fund drives over a period ot 
years. 
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REVIEWS 





BOOK REVIEWS 


ks listed here become the property of the Ramsey, 
an and St. Louis County Medical Libraries when 
reviewed. Members, however, are urged to write re- 
views of any or every recent book which may be of 
interest to physicians. 











(Books Received for Review) 


SURGICAL GYNECOLOGY. A Handbook of Opera- 
tive Surgery. Including Important Obstetric Opera- 
tions. J. P. Greenhill, M.D., Professor of Gynecology, 
Cook County Graduate School of Medicine; Attending 
Gynecologist, Cook County Hospital; Attending Obste- 
trician and Gynecologist, Michael Reese Hospital. 359 
pages. Illus. Price $8.50, cloth. Chicago: Year Book 
Publishers, Inc., 1952. 


ADVANCES IN PEDIATRICS. Volume 5. Editor: 
S. Z. Levine, Cornell University Medical College, New 
York; Associate Editors, Allan M. Butler, Harvard 
Medical School, Boston; Margaret Dann, Cornell Uni- 
versity Medical College, New York; L. Emmett Holt, 
Jr, New York University College of Medicine; A. 
Ashley Weech, University of Cincinnati College of 
Medicine, Ciicinnati. 273 pages. Illus. Price $7.00, 
cloth. Chicago: Year Book Publishers, Inc., 1952. 


THE FIGHT AGAINST TUBERCULOSIS. An auto- 
biography. Francis Marion Pottenger, M.D. 276 pages. 
Price $4.00, cloth. New York: Henry Schuman, 1952. 


BACITRACIN. A review and digest of the literature 
up to and including January, 1952. 127 pages. Illus. 
Cloth binding. New York: S. B. Penick & Co., 1952. 


THE SCALP IN HEALTH AND DISEASE. How- 
ard T. Behrman, A.B., M.D. Assistant Clinical Pro- 
fessor of Dermatology, New York University Post- 
Graduate Medical. School; Adjunct Dermatologist, 
Mount Sinai Hospital; Attending Dermatologist, Hill- 
side Psychiatric Institute; Formerly Associate Der- 
matologist, Bellevue Hospital and Assistant Attending 
Dermatologist, University Hospital; Fellow in Der- 
matology, New York Academy of Medicine; Mem- 
ber, Comntittee on Cosmetics, American Medical As- 
sociation; Society of Cosmetic Chemists; Society for 
Investigative Dermatology; Fellow American Acad- 
emy of Dermatology; Diplomate, American Board of 
Dermatology. 566 pages. Illus. Price $12.75, cloth. 
St. Louis: C. V. Mosby Co., 1952. 





DYNAMIC PSYCHIATRY. Transvestism—Desire for 
Crippled Women. Volume Two. Louis S. London, 
M.D. 127 pages. Illus. Price $2.50, cloth. New York: 
Corinthian Publications, Inc., 1952. 





VASCULAR DISEASES IN CLINICAL PRACTICE. 
Second Edition. Irving Sherwood Wright, M.D., 
Professor of Clinical Medicine, Cornell University 
Medical College; Attending Physician, The New 
York Hospital. 552 pages. Illus. Price $8.50, cloth. 
Chicago: Year Book Publishers, Inc., 1952. 





BONE TUMORS. Louis Lichtenstein, M.D., Senior 
Pathologist, General Medical and Surgical Hospital, 
Veterans Administration Center, Los Angeles. Former- 
ly Associate Pathologist, Hospital for Joint Diseases, 
New York. Consultant in Bone Tumors, Tumor 
Registry of the California Medical Association Can- 
cer Commission. Sometime Lecturer in Bone Pathol- 
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The Birches Sanitarium, Ine. 


A hospital for the care and treatment of 
Nervous and Mental disorders. Quiet, cheer- 
ful environment. Specially trained personnel. 
Recreational and occupational therapy. 


————_ 


2391 Woodland Avenue 
Duluth 3, Minnesota 


Dr. L. R. Gowan, M.D., M.S., Medical Director 








ogy, Medical Extension, University of California at 
Los Angeles. 315 pages. Illus. Price $10.50, cloth 
St. Louis: C. V. Mosby Co., 1952. 





THE TOXEMIAS OF PREGNANCY. Second Edi- 
tion. William J. Dieckmann, S.B., M.D. Mary Campau 
Ryerson Professor and Chairman of the Department 
of Obstetrics and Gynecology of the University of 
Chicago; Chief of Service of the Chicago Lying- In 
Hospital and Dispensary; Attending Gynecologist, 
Albert Merrit Billings Memorial Hospital of the 
University: of Chicago; Associate Editor of the 
American Journal of Obstetrics and Gynecology. 710 
pages. Illus. Price $14.50, cloth. St. Louis: C. V. 
Mosby Co., 1952. 





ANNUAL REPORT ON STRESS. By Hans Selye, 
M.D., Ph.D. (Prague), D.Sc. (McGill), F. R. S. 
(Canada). Professor and Director of the Institute de 
Medicine et de Chirurgie experimentales, Universite de 
Montreal. 511 pages. Illus. Price $10.00. Montreal, 
Canada: Acta, Inc., 1951. 

This is a compilation of material published during 1951 
bearing on the author’s subject “Stress.” It could be 
made possible only through the great devotion of a very 
orderly mind to an endocrine thesis which is vigorously 
criticized by some and defended by others. Whether one 
agrees with Dr. Selye or not bears no relation to the 
value of the work. It is an annual of real importance to 
those who have an interest in autonomic dysfunction and 
endocrinology. 

Jerome A. Hitcer, M.D. 





PARACELSUS: MAGIC INTO SCIENCE. By Henry 
M. Pachter. 360 pages. Illus. Price $4.00. New York: 
Henry Schuman, 1951. 

A restless rebel was Paracelsus. He was a man not 
content with accepting others’ conclusions without know- 
ing the “why” of them, and he had the unfortunate 
knack of antagonizing even those who would be his 
friends. 

The author, a culivral historian, has attempted to 


present this Faustian legendary personage in an objective 
fashion. It is not his aim to make of him a hero ora 
blasphemous quack’ but to reveal him as a real human 
being in a 16th Century setting as “he faced the problems 
of his own days.” 

This book, which was the August, 1951, selection of 
the Book Find Club, appeals especially to those in- 
terested in the history of philosophy and ideologies and 
in how the same intellectual struggles are apparently re- 
peated in each age. It is intended to be both popular 
and scholarly. The many notes and appendices are placed 
at the end of the volume so that they do not clutter up 
the text for those who skim, but are available to those 
who prefer to go into the subject more deeply. 

There are a number of black and white reproductions 
of old woodcuts of that age suitable to the text. 

To those who unthinkingly regard chemotherapy and 
modern psychiatry to be inventions of this age, the book 
is a sharp reminder of that old Biblical quotation, 
“.. and there is no new thing under the sun.” 


M. P. 





CAREERS IN SERVICE . ... to the Handicapped 
Information for Vocational Guidance Specialists on 
the Professions of Physical Therapy, Occupational 
Therapy, Speech and Hearing Therapy and Special 
Education. 53 pages. Price 50 cents. Chicago: The 
National Society for Crippled Children and Adults, 
Inc., 1952. 

In recent years the American public has been made 
increasingly aware of its social responsibilities, among 
them the provision of services to the handicapped. Pub- 
lic awareness of the critical need for professional work- 
ers to perform these services has not yet extended to 
our schools and colleges, where young people are debating 
which career to enter. 

Students, teachers, and vocational counselors today 
have heard about the national shortage of nurses and 
physicians, our oldest health services. Fewer of them 
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225 Sheridan Road 





A completely equipped sanitarium for the care of 
nervous and mental disorders, alcoholism and drug addiction 


offering all forms of treatment, including electric shock. 


SAMUEL LIEBMAN, M.S., M.D. 


Medical Director 
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Winnetka, Illinois 


on the Shores of 
Lake Michigan 


Phone Winnetka 6-0211 








are acquainted with the equally pressing need for other 
professional members of the “rehabilitation team”— 
the occupational therapists, physical therapists, speech 
and hearing therapists, psychologists, vocational counsel- 
ors, special educators, social workers, and others. Nor 
have they been as well informed about the duties, quali- 
fications, opportunities, and rewards in these newer 
fields of work. 

Such information, both comprehensive and well-or- 
ganized, is provided in a readable and attractively il- 
lustrated little book recently published by the National 
Society for Crippled Children and Adults and the Na- 
tional Foundation for Infantile Paralysis, with the co- 
operation of the Office of Vocational Rehabilitation of 
the Federal Security Agency. In this booklet, Careers in 
Service . . . to the Handicapped, four fields of work 
have been discussed which are devoted primarily to 
services for handicapped children and adults. These are 
Occupational Therapy, Physical Therapy, Special Edu- 
cation, and Speech and Hearing Therapy. 

All are fields in which personnel shortages exist and 
are likely to exist for years to come, and all are fields 
for which specialized post-high school training is nec- 
essary. Each is treated in conformity with the N.V.G.A. 
standards for the preparation of occupational mono- 
graphs, adequate coverage being given to duties per- 
lormed, need for workers, qualifications and training 
required, salaries and working conditions, places of em- 
ployment, and approved training facilities. An additional 
section is devoted to placement sérvices of various pro- 
fessional organizations. 


June, 1952 


Other useful occupational materials have been pub- 
lished in each of these four fields of work. It is be- 
lieved, however, that the comprehensiveness and organi- 
zation of Careers in Service ... to the Handicapped, 
and the fact that it brings these related occupations to- 
gether under one cover for comparative analysis, will 
make it a favored reference for the occupations library 
and for the counselor of young people. It is perhaps 
better suited for students’ reading at the college level. 

Frank M. FLetcHer, Jr., Director, 
Occupational Opportunities Service, 
Ohio State University 





PRACTICAL CLINICAL PSYCHIATRY. By Edward 
A. Strecker, Litt. D., D., M.D., Professor of 
Psychiatry, School of Medicine, University of Pennsyl- 
vania; Franklin G. Ebaugh, M.D., Professor of Psy- 
chiatry, University of Colorado, School of Medicine 
and Director, Colorado Psychopathic Hospital; and 
Jack R. Ewalt, M.D., Professor of Neuro-Psychiatry 
and Administrator of Hospitals, University of Texas 
Medical Branch, Galveston. 7th ed. 506 pages. $7.00 
Philadelphia: The Blakiston Co., 1951. 

Edited by psychologically oriented psychiatrists, this 
book contains a minimal introduction to psychoanalytic 
concepts. It is a revision which is generally useful be- 
cause the hook was designed to furnish a frame of 
reference for non-psychiatric medical practitioners. A 
new chapter on “Support” psychotherapy is of special 
interest in that concrete examples are included to illus- 
trate how it is possible to gain relief from functional 
illness without psychoanalytic therapy. 

J. Yamamoto, M.D. 
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The SERPENT-WREATHED STAFF. A novel. By 
Alice Tisdale Hobart. 402 pages. Price $3.50. New 
York: Bobbs Merrill Co., 1951. 

If Mrs. Alice Tisdale Hobart had managed to devise 
a suitable ending for her 402-page novel, “The Serpent- 
Wreathed Staff,” about sixty pages sooner than she 
did, a tolerant critic would be able to say that she had 
written a faulty but highly interesting story of human 
conflicts and loyalties. 

Unfortunately, however, the latter part of the book 
degenerates swiftly and recklessly into an amazing prop- 
aganda piece for National Compulsory Health Insur- 
ance. The last forty or fifty pages sound as if Mrs. 
Hobart knocked them out hastily at a desk piled high 
with pamphlets, speeches and news releases handed out 
by Federal Security Administrator Oscar Ewing and 
the Committee for the Nation’s Health. 

This uncraftsmanlike abuse of artistic license, added 
to some of the implications built up in earlier pages, 
creates the impression that the entire novel was designed 
subtle presentation of the case for Socialized 
As a result, Mrs. Hobart undermines much 
of the validity that does exist in some of the earlier 
parts of this book about doctors, modern medicine and 


as a 


Medicine. 


a changing world. 

According to the significant publisher’s blurb on the 
jacket of the book, the author’s “continuing interest is 
in the collision of change with the existing order and the 
powerful forces supporting it.” Then, providing a further 
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clue to Mrs. Hobart’s viewpoint, it quotes her 





S Saying: 

“T might have chosen some other profession or he 
ness. I chose medicine because it illustrates the theme 
so perfectly. The revolutionary upthrust which: is char- 
acteristic of America since its founding meets in medj- 
cine an almost impenetrable crust of tradition, especially 
in the social field. On the screen of the medical pro- 
fession may be thrown the story of the human heart in 
its most lonely aspect.” 

A good indication of how accurately, impartially and 
artistically the author has carried out her task is eyj- 
dent in the reaction of the C/O News, an organ which 
has been a raucous advocate of Compulsory Health In- 
surance and a relentless critic of the medical profession, 
In the January 7, 1952, issue of the CIO News, a book 
review by Hollace Ransdell concludes with the follow- 
ing paragraph: 

“The Serpent-Wreathed Staff’ is the first attempt, I 
believe, to tell the story of the fight for group health and 
health insurance plans in fiction form. It does it com- 
petently and interestingly, and should do much to bring 
understanding of the real issues in the fight for better 
medical care for all the American people and the cam- 
paign being waged to defeat it.” 

Such an accolade from a source which consistently 
has taken an extremist position on those “real issues” is 
indicative of just how much real “understanding” Mrs, 
Hobart contributed to the 
medical care in this country. 
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OMEWOOD HOSPITAL is one of the 

Northwest's outstanding hospitals for the 
treatment of Nervous Disorders—equipped 
with all the essentials for rendering high-grade 
service to patient and physician. 


Operated in Connection with 
Glenwood Hills Hospitals 


HOMEWOOD HOSPITAL 


Corner Penn and Plymouth Avenues North 
Minneapolis Minnesota 





Despite her failure to give a true interpretation of the 
social and economic developments in medicine today, the 
author shows her usual skill in weaving a plot and telling 
a story. She is at her best when describing the personal 
problems and struggles, the emotional triumphs and de- 
feats, of her principal characters. On this fictional level 
the book has undeniable merit and strength, for the read- 
er finds himself sharing the fears, anxieties and grief 
of the people in the novel. 

Mrs, Hobart drags in so many problems and projects 
in such a short space of time that she fails to do justice 
to any of them, either as a novelist or as an objective re- 
porter of the American scene today. Among the many 
ingredients, skillfully mixed in, are racial discrimina- 
tion against Jews and Negroes, mob psychology, group 
practice, a group hospital, professional ethics, preventive 
medicine, Voluntary Health Insurance, Government 
Health Insurance, treatment of the patient’s spirit as 
well as his body, and a host of additional problems, 
issues and concepts. 

As all of these elements are woven deftly into the 
novel, their manner of presentation builds the subtle 
implication—even in the earlier parts of the book— 
that most doctors are primarily and selfishly interested 
in making money, bolstering their own reputations and 
preserving the status quo in medicine. 

Mrs. Hobart also gives the impression that group 
practice, health insurance plans, preventive medicine and 
similar ideas are brand new developments—practically 
untried and unheard of in a present-day American city. 


CROLEUM SUSPENSOID 
Topical Applicant Vehicle 


An emulsion of pure castor oil, distilled water, bo- 
ric acid, glycerine and surface tension depressants. 
In dermatoses, colloidal Croleum facilitates pene- 
tration of medicaments into smallest abrasions. 
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them Sulfur, Calomel Copper Sulfate, etc. 
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Actually, most of the concepts and projects which occur 
to Alan Towne, in sudden flashes of inspiration, are part 
of the knowledge of any alert medical student. Actual- 
ly, the industrialists and businessmen on Alan’s hospital 
board are utterly untypical when they talk and act as if 
they had never heard of such a thing as group health 
insuranee for their employes. 

Before Mrs. Hobart writes another novel on this 
subject, someone should familiarize her with the major 
facts and realities in the field of modern medical eco- 
nomics. 

Someone, for example, should tell her about the 
many famous clinics and countless other forms of group 
practice which are in successful operation throughout 
the country, some of them since around the turn of 
the century. 

Someone should tell her about the hundreds of fast- 
growing, constantly improving Voluntary Health Insur- 
ance plans, which by the end of this year will be pro- 
tecting an estimated 90 million Americans against the 
major costs of illness and accidents. 

Someone should tell her about the Nationwide prog- 
ress of State and County Medical Societies in setting up 
doctor placement programs, grievance committees, emer- 
gency call systems, cost adjustment committees, local 
health units and a variety of other activities designed to 
make good medical care available to all the people. 

Incidentally, someone also should inform Mrs. Hobart 
that the “National Medical Association,” a name which 
she uses as a pseudonym for the American Medical As- 
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sociation, is the actual and proper name of the National 
organization of Negro physicians. 

But Mrs. Hobart, unmindful of such trivia as facts 
and accuracy, writes furiously on, and after only two 
or three years of struggle in group practice and as head 
of a group hospital, Dr. Alan Towne is an advocate 
of Government Health Insurance. Apparently neither 
the author nor the good young doctor sees the glaring 
contradiction between Government medicine and Alan’s 
own philosophy of carefu!, personalized treatment of the 
whole patient, in mind and spirit as well as in body. 

The book becomes a completely unsubtle rehash of all 
the distorted, discredited propaganda for National Com- 
pulsory Health Insurance. It also gives an inaccurate, 
unfair picture of the purposes and methods of the 
American Medical Association’s National Education 
Campaign. It fails to mention that the doctors’ cam- 
paign against Socialized Medicine has won growing, Na- 
tionwide support from the American people ever since 
it began in January, 1949. 

Everyone interested in American medicine, and in the 
effort to find intelligent solutions to our medical care 
problems, should read “The Serpent-Wreathed Staff” 
—if for no other reason than to help repair the damage 
which the book does. 

Read simply as a novel, it is a moving, absorbing story. 
Read as a source of information affecting public opinion 
on medical-economic issues, it unfortunatetly is an ex- 
ample of careless, superficial writing, with a_ built-in 
conclusion contrary to the convictions of the great ma- 
jority of Americans today. 

F. B. E. 
- . 
GOVERNMENT GIVES 
NOTHING FREE 


With his plan for socialized medicine blocked for the 
moment, Federal Security Administrator Ewing has 
turned his sights on another scheme, socialized higher 
education. 


He wants the federal government to finance scholar. 
ships for 50,000 high school graduates every year, and 
the President is backing him by putting 30 million dollars 
in the budget to pay for the scheme. 


Commenting on the proposal, the Charlotte (N. C) 
Observer said, editorially: “It has long been an accepted 
principle that public education is the function of the state 
and not of the federal government. But not until Oscar 
Ewing came on the scene was it ever susfected that the 
United States government was obligated to provide a 
college education for anybody. 


“Whenever Mr. Ewing comes forward with one of his 
devices to give Washington bureaucrats a stranglehold on 
another aspect of life in this so-called free America, we 
should remember that the Supreme Court has held that 
the Federal Government has a right to regulate what- 
ever it subsidizes..—AMA Secretary’s Letter, May 16, 
1952. 





NEW MEDICAL FILMS 


Several important medical and health films are now 
available to state and county medical societies through 
the AMA’s on Medical Motion Pictures, 
Films for the lay audience include “Be Your Age” (heart 
disease), “Breakdown” (mental health), “Man’s Great- 
est Friend” 


Committee 


(animal experimentation on rabies), and 
“The Nation’s Mental Health.” Suitable for professional 
meetings are “Function Anatomy of the Hand,” “The 
Quiet One” (psychiatry), “Sciatic Pain and the Inter- 
vertebral Disc,” and “Shades of Gray” (psychiatry). 
These films are available on a service charge basis. An 
up-to-date and complete list of all films added to the 
library in the last few months can be obtained from the 
committee. 





Locations, Positions and Locum 
Tenens 
Nation -wide coverage 
Four offices to serve you 


MEDICAL PLACEMENT REGISTRY 


716 Medical Arts Bldg. 480 Lowry Medical Arts Bldg. 
Minneapolis Saint Paul 

629 Washington Ave. S.E. llth Floor, Kahler Hotel 
Minneapolis Rochester 


CALIFORNIA 
Opportunities for Physicians 


Attractive listings available with clinic groups, 
individual associations, hospital assignments an 
locations. All inquiries strictly confidential. No 
registration fee. 


The Medical Center 
Agency 
26 O'Farrell St., San Francisco, California 
Norma S. Rout, Director 
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DANIELSON MEDICAL ARTS PHARMACY, INC. 


10-14 Arcade, Medical Arts Building 
825 Nicollet Avenue—Two Entrances—78 South Ninth Street 
MINNEAPOLIS 


HOURS: 
WEEK DAYS—8 to 7 
SUN. AND HOL.—10 TO! 
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